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ABSTRACT 
A COMPARATIVE STUDY OF FACTORS CORRELATED WITH ADOLESCENT 
AND ADULT PSYCHIATRIC HOSPITALIZATION 
May 1988 
Elana R. Osborne, B.A., University of Massachusetts, 
M.Ed., University of Massachusetts 
Ed.D., University of Massachusetts 
Directed by: Professor Ena Vazquez Nuttall 
The purpose of this study was to identify factors 
which statistically predict adolescent psychiatric 
hospitalization and to compare these factors with those 
associated with hospitalization in adults. A review of 
the literature revealed that several factors have been 
found to be correlated with inpatient treatment among 
adults, but that little research evidence exists for 
hospitalizaed adolescents. 
One-hundred-twenty-six research subjects were drawn 
from the total population of clients receiving acute 
psychiatric services at a regional mental health crisis 
center during fiscal year 1986. A total of 42 adolescents 
had been evaluated and subsequently hospitalized during 
that year. Same-size comparison groups were randomly 
drawn from the total pools of both psychiatrically 
vn 
evaluated but non-hospitalized adolescents and hospital¬ 
ized adults (ages 32-42). Males and females tended to be 
equally distributed in all 3 groups. 
Thirteen demographic and clinical variables were 
selected for systematic study of their predictive value 
in the decision to hospitalize. In order to not only 
predict' hospitalization but also to assign relative 
importance to significant variables, multiple regression 
analyses were performed on data. 
Results indicated that one can predict whether or not 
an adolescent who is evaluated will be hospitalized on 
the basis of the following rank-order variables: prior 
hospitalization, insurance availability, prior therapy 
and type of diagnosis. Furthermore, these regressors 
taken together, account for 53.89 percent of the variance 
in the dependent variable. Hospitalized adolescents were 
more likely to have diagnosis of organicity, schizophrenia, 
depression or bipolar illness. Presenting problem, 
premorbid function and social service agency involvement 
also statistically distinguished between adolescent groups. 
Using multiple regression analysis, only two 
variables distinguished between hospitalized adolescents 
and hospitalized adults. Fifty-one percent of the 
vm 
variance was explained by the following rank-ordered 
factors: social service agency involvement and substance 
involvement, with the adolescents more likely to be 
substance and DSS or court involved than the adults. 
Results of this study have largely supported and 
built upon research previously conducted. Furthermore, 
the current findings have implications for practice and 
future research. 
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CHAPTER I 
THE PROBLEM 
Introduction 
Adolescents are pouring out their problems to 
counselors and entering psychiatric hospitals in 
record numbers. The surge has doctors debating 
whether it signals a healthy focus on teen troubles 
or a wave of hypochondria and buck-passing. 
(Newsweek, January 20, 1986, p. 52). 
One need only flip casually through a popular magazine 
to realize that rising adolescent inpatient admissions have 
gained national attention. The above quote provided the 
introduction to a recent Newsweek article entitled 
"Treating Teens in Trouble: Can the psychiatric ward fill 
in for the family?" Regarding this somewhat leading 
question and associated queries, the experts are divided. 
Professional journals as well as the popular press abound 
with position papers, almost obscuring the total absence of 
supporting research. 
While mental health professionals suggest causes and 
correlates of rising teen inpatient admissions, no hard 
data exist to support or refute their speculations. 
California researchers, Guttridge and Warren (1983), have 
noted that the deinstitutionalization movement has had a 
"transfer" effect on adolescents. They claim that 
decriminalizing "status offenses" has served to shift 
1 
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populations away from correctional facilities and towards 
inpatient psychiatric programs. This shifting is termed 
"transinstitutionalization" (Crespi, 1985). Dr. Ira S. 
Lourie, Director of the Child and Adolescent Service 
System of NIMH, suggests that often children end up in 
hospitals because that is the service for which insurance 
will pay (Gelman, 1986). Sheer availability of beds may 
likewise promote hospitalization (Report of the Blue Ribbon 
Commission, 1981). Expert opinion is both confusing and 
often conflicting. National statistics show that some 
adolescent difficulties are lessening or leveling off: 
alcoholism, drug abuse and crime have declined since 1980. 
Teenage suicide has also plateaued in the past five years 
(Gelman, 1986 ) . 
Nevertheless, many clinicians are convinced that 
adolescent problems are worsening. Lerman (1980) notes 
that while commitment of all other age groups to public 
psychiatric hospitals has decreased appreciably, the 
number of young persons admitted since the early 1960's has 
increased. 
One fact upon which all experts agree is that teenage 
psychiatric hospitalization is increasing. According to 
data compiled by the House Select Committee on Children, 
Youth and Families (1984), admissions to inpatient 
psychiatric services of children under 18 more than doubled 
3 
between 1970 and 1980. Between 1980 and 1984 adolescent 
admissions to private psychiatric hospitals increased more 
than 350 percent (Offer, Ostrov and Howard, 1984). 
In many cases, however, young people were hospitalized 
not only for severe psychopathology but also for lesser 
afflictions such as "conduct disorder," "adolescent adjust¬ 
ment problem," truancy, drug and alcohol usage, running 
away or "delinquency." Knitzer (1984) suggests that up to 
40 percent of the children who are hospitalized are there 
either by default (because no alternatives exist at the 
time of placement) or for containment and maintenance 
(because no acceptable placements exist upon discharge). 
Sociologists Warren and Staply describe hospitalization as 
"a hidden system of adolescent social control," (Gelman, 
1986) suggesting that adolescent inpatients may represent 
not only the emotionally disturbed but also the socially 
disturbing! 
If the mental health community hopes to reverse the 
alarming tide of adolescent inpatient admissions, it must 
first determine the factors associated with the rising 
waters. 
Statement of the Problem 
Adolescent inpatient psychiatric admissions are 
reaching alarming rates. While there is no shortage of 
professional opinion, there exists no empirical 
4 
investigative data regarding factors associated with this 
trend. A literature review, conducted by this writer, 
revealed only two published research articles that directly 
address variables related to adolescent inpatient admission 
(Westendorp and Brink, 1982; Gerralda, 1983). An addi¬ 
tional three articles touch marginally on the topic 
(Blotcky, Dimperio and Gosset, 1984; Lerman, 1980; Bedi, 
1983). 
The dearth of research noted by this writer has been 
likewise recognized by policy-makers. Jane Knitzer (1984) 
writing for the National Children's Defense Fund, argues 
strongly for a more empirically based approach to the 
issue. Knitzer indicates that both national and state 
reports have questioned the appropriateness and adequacy 
of mental health services provided to seriously disturbed 
children and adolescents: 
Only poor and outdated national information is 
available about how many children actually receive 
mental health services. The most recently available 
figures, from 1976, suggest that only 665,000 
children a year receive mental health services through 
traditional mental health agencies. . . Despite the 
inadequacy of these figures (some children are 
counted twice; some figures refer to episodes of 
treatment not to chidren) they suggest a disquieting 
picture. The most conservative estimates indicate 
that two out of every three seriously disturbed 
children and adolescents do not get mental health 
services. (p. 905) 
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The Children's Defense Fund study indicates that two 
kinds of data bear on the inadequacy of psychiatric 
services to youth. One group of statistics involves 
inappropriately hospitalized adolescents, 40 percent of 
whom were there "by default," because alternatives did not 
exist at the point of placement. Other data revealed a 
pattern'of what Knitzer terms "failed connections" long 
before hospitalization. Typically problems were identified 
early but appropriate services were not. Knitzer points 
out that these children frequently receive nothing but 
costly, repeated evaluations. As time passes, problems 
escalate, requiring more extreme measures of intervention. 
The Defense Fund study further suggests that while no 
definitive research exists, official reports, clinical 
experience and litigation suggests certain particularly 
vulnerable populations. These include children with 
existing psychiatric histories, seriously disturbed 
adolescents who are in state custody under protective or 
juvenile justice care and children from poor, disorganized 
families or substance abusing parents. 
Knitzer ends her plea for additional research: 
Given this large pool of hurting, sometimes hurtful, 
and ill-served children, the fundamental mental 
health questions are obvious: Do we know how to 
serve seriously troubled children appropriately? 
Can mental health services help them? (p. 906) 
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The few studies that do exist are not likely to answer 
these central questions. They do, however, indicate that 
many factors seem to be associated with adolescent inpatient 
psychiatric admissions. Sex, age, family stability, socio¬ 
economic class, type of medical insurance, court 
involvement, presenting symptoms, social agency involvement, 
presence of substance abuse and educational level have all 
been mentioned in one or more of these six studies as 
Paying some role in treatment disposition. This research 
has provided initial direction for examining factors 
related to adolescent psychiatric hospitalization and its 
content will be further reviewed in Chapter Two of this 
proposal. However, despite their pioneering contributions, 
many issues remain unclear as the result of definitional 
inconsistencies and limitations in design. 
Perhaps the most significant limitation of the 
research evidence in this area to date has been its 
marginal nature. All of the studies reviewed by this 
writer present data (of relevance to this research) 
obtained secondary to a different research topic (i.e., 
hospital follow-up studies). Populations are mixed; adult, 
child and adolescent are often not distinguished clearly. 
One study involves an exclusively delinquent population, 
another includes both inpatient and outpatient admissions 
in its tallies. A final study asks a question similar to 
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that proposed by this writer, but draws results from a 
sample of hospitalized adults. Such diversity of purpose 
precludes meaningful comparison between studies. Finally, 
no appropriate control or comparison groups have been 
utilized. 
Although some interesting findings have been 
reported from individual studies, adolescent researchers 
have not been able to draw any conclusive results from the 
cumulative pool of evidence. Increased efforts to control 
far more of these variables in future studies will assist 
professionals in better specifying which factors are 
important predictors of adolescent psychiatric 
hospitalization. 
Statement of Purpose 
The purpose of this study was to determine and rank 
order factors which predict adolescent inpatient 
psychiatric hospitalization, using adolescent and adult 
comparison groups with adequate sample sizes and multiple 
regression statistical procedures. To the maximum 
extent possible, it relied on standardized procedures for 
the measurement of critical variables. It narrowed the 
focus of previous studies by concentrating specifically on 
adolescents in need of psychiatric services as compared to 
a similar group of adult psychiatric consumers. 
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Significance of the Study 
More psychiatric units for the treatment of disturbed 
adolescents have opened in the United States and in other 
Western countries during the past two decades than for any 
other age group (Offer, Ostrov and Howard, 1984). This 
study sought to advance the body of knowledge concerned 
with the question: Why are so many adolescents being 
hospitalized? Evidence from this study should identify 
factors associated with teenage psychiatric hospital 
admission and should likewise distinguish the constellation 
of determinants from those of an adult comparison group. 
Identification of factors with predictive value may assist 
mental health planners in developing early intervention 
programs aimed at serving a target population of 
adolescents identified as being at risk. Currently many 
planning decisions are based on demographics and intake 
data obtained from adult psychiatric admissions. Are these 
associated factors the same for adolescents and adults? 
The alarming rate of youth hospitalization suggests that 
community intervention strategies, formulated to address 
the acute care needs of adult psychiatric consumers, may 
not be consonant with the needs of adolescents. 
The present study is the first of its kind to 
investigate predictors of adolescent psychiatric 
9 
hospitalization. Results may influence treatment planning 
decisions and hopefully stimulate further research 
investigation. 
Definitions 
For the purpose of this study and in the interest of 
clarity, the following terms used throughout this study 
have been defined as: 
Acting-out: Outward expressions of unconscious emotional 
conflicts or feelings of hostility in actions that the 
person does not consciously know are related to such 
conflicts or feelings. This term is applied by 
clinicians or psychiatric team evaluation based on the 
presence of such indicators as truancy, running 
away, rebelliousness, delinquency, substance abuse. 
Adjudicated youth: A youth found guilty in Juvenile Court 
of criminal charges and remanded into custody of the 
Massachusetts Department of Youth Services (DYS). 
Adolescent: A person between the ages of 12-22 years. 
Crisis intake: A detailed one hour assessment conducted 
and recorded [on "crisis intake sheet"] by "Timely 
Response Team." Components include mental status 
assessment, diagnostic determination and treatment 
plan (disposition). Assessment and diagnosis are in 
accord with DSM III parameters and terminology 
(see Appendix). 
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—■S •M •—LLLi-Diagnostic and Statistical manual of Mental 
Disorders: (Third Edition), prepared by the 
American Psychiatric Association is a manual defining 
diagnostic terms and offering an internationally 
accepted classification system for mental disorders. 
Social class: A measure of socioeconomic status determined 
for purposes of this study by the Mercer and Lewis 
Sociocultural Scale (1977), based on occupation of 
client or head of household (if client is a child or 
non-employed spouse). 
Timely Response Team: (or "T.R.") In this study, TR is a 
24-hour mobile mental health assessment team composed 
of mental health clinicians, psychiatric social 
workers, registered nurses, on-call psychologist and 
on-call psychiatrist. 
Limitations 
While this study sought to investigate a topic 
previously unresearched, it is decidedly limited in scope 
and instrumentation, thus, appropriate caution must be 
exercised when interpreting results. Subjects have been 
obtained from one area mental health agency, therefore, 
the study is limited with respect to its sample population. 
All of the subjects who participated in this undertaking 
reside in Massachusetts, more precisely in the "Holyoke- 
Chicopee" Department of Mental Health regional catchment 
11 
area. A truly random sample of all adolescents in the 
nation is beyond the scope of this research, and results 
of this study can only be generalized to other individuals 
falling within the same parameters as these selected 
subjects. 
Additionally, the ex post facto design of this study 
does not allow for direct control of the variables being 
investigated because they had already occurred. 
Finally, caution must always be exercised with the 
interpretation of statistical prediction. Factors that 
predict are not to be confused with factors that cause. 
CHAPTER II 
REVIEW OF THE LITERATURE 
Overview 
The essential purpose of this research is to look 
comparatively at factors associated with adult and 
adolescent psychiatric hospitalization. Ultimately, such 
inquiry should serve as a vehicle for designing inter¬ 
ventions aimed at controlling rising adolescent inpatient 
census. Some investigation of factors associated with 
adult hospital admission has been conducted and information 
from it has guided community mental health agencies in 
providing appropriate intervention to the adult consumer 
of acute psychiatric service. For example 24-hour 
"hotlines," emergency respite, mobile mental-health 
"specials" etc. have been designed and tailored to serve 
adult needs. A similarly tailored network of outpatient 
interventive care does not exist for the acute—need 
adolescent. 
The Massachusetts Department of Mental Health in 1981 
funded a Blue Ribbon Commission to research the future of 
public inpatient care within the Commonwealth. This task 
force concluded: 
12 
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Current demand for and utilization of restrictive or 
extended care in state mental hospitals reflects, to 
a large extent, the inability of the community mental 
health system to provide timely service to a 
sufficient number of high risk groups. (p. 73) 
Identified by the Commission as ’’high risk" groups in need 
of services were children whose illnesses can be stemmed 
by early casefinding and preventive efforts for abused 
children, at risk of becoming mentally ill. The panel 
notes that "Bridgewater State Hospital clinicians have 
found that violent and mentally ill men frequently had been 
abused children." (p. 73) 
Perhaps the factors associated with adolescent 
psychiatric hospital admission are similar to those of 
adults. Two works exemplify adult research to date; Bloom 
presents findings from an extensive 10 year study in 
Pueblo, Colorado (1975); Holmes and Solomon (1980), report 
on demographic and clinical characteristics as predictors 
of adult hospitalization. 
Adult Studies 
Efforts to understand the relationship between 
demographics, sociocultural factors and psychopathology 
in order to reduce the magnitude of the problem of mental 
disorder, have occupied the attention of social 
scientists for almost 40 years. Until the early 1950's 
most studies of psychiatric disability dealt with 
14 
psychiatric patients and sought to better understand 
their characteristics as a group as compared to the 
general population (Bloom, 1975). 
Bloom notes that pioneering efforts to study 
variables associated with mental disorder were undertaken 
by Faris and Dunham based on data gathered at state 
institutions and private hospitals in the Chicago area 
for the period 1922-1934. These early authors, using 
incidence rates, were able to show that when cases of 
mental disorders were plotted by neighborhood residence 
at the time of admission, the resulting rates exhibited 
a regular increase from the more affluent and better 
organized portions of the city to the poorer, more 
socially disorganized areas. 
The Faris and Dunham study does not, however, control 
for possible downward mobility experienced by persons 
suffering from mental illness. Perhaps a patient moved 
into a lower SES neighborhood following the onset of 
symptoms. In such a case, poverty would not precede but, 
rather, would be the result of psychological difficulty. 
In order to understand the causes of mental disorder it 
is necessary to differentiate factors that contribute 
to its initial occurance from those that affect its 
course; whether it persists, disappears or fluctuates. 
Although incidence rate such as that used by Faris and 
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Dunham, tells the number of new cases, prevalence rate 
combines these with old cases that have persisted. 
With increased availability of research statistics 
in the early 1950's, it was possible to launch a group of 
studies aimed at identifying cases of mental illness 
within the community whether or not persons so identified 
were officially classified as psychiatric consumer at the 
time of study. Nineteen years after the pioneering work 
of Faris and Dunham the results of a study, conducted in 
New Haven, Connecticut, and attempting to link social 
class and mental illness, were published. 
Hollingshead and Redlich (1958), using both 
prevalence and incidence rates were able to document that 
with decreasing social class there is an increasingly 
acute psychopathology. Additionally they demonstrated 
that psychotic patients from poverty areas do not, in 
fact, drift into such areas as a consequence of their 
illness and that neither geographic nor downward social 
mobility can account for the differences in distribution 
of psychosis among varying social classes. 
These studies and others to be discussed further in 
this text suggested that several factors are clearly 
associated with the occurance of mental illness in adults. 
Such factors must be considered in designing intervention 
treatment services both for adolescents and adults if such 
programs are to be successful. 
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Bloom’s Pueblo study builds upon this early work as 
well as upon many other smaller studies which sought to 
determine factors influencing the distribution of mental 
disturbance in the community. Bloom’s research takes 
understanding further in two major ways. First, in the 
Pueblo study he is able to offer data obtained over time, 
comparing both incidence and prevalence figures with a 
host of demographic features. Second, Bloom isolates 
psychiatric hospital admissions from the substantially 
more global "rate of psychopathy” found in earlier 
studies. 
An attempt was made to identify all adult Pueblo 
residents who had a first psychiatric inpatient admission 
during one or two data collection time periods. Census 
tract of residence, type of inpatient facility, age, sex, 
and diagnosis were likewise tabulated. Since only first 
admissions were tabulated, a patient was tabulated only 
once, and the resulting rates are therefore most 
accurately considered measures of treated incidence. All 
psychiatric facilities, whether public or private were 
considered. The variables selected for analysis included 
age, sex, ethnic background, education, household 
composition, income, neighborhood unemployment, 
delinquency, and suicide rates, and family disruption. 
( 
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Bloom reports that during the two years of the 1970 
study, a total of 1,119 individuals were hospitalized for 
the first time with a psychiatric diagnosis, representing 
an annual admission rate of 4.81 rates per 1,000, 
substantially higher that the 1960 rate. Of these 1,119 
patients, 70% were hospitalized in private facilities and 
30% in public facilities. Total admission rates were 
very similar for males and females but there was a sharp 
differentiation by sex as to type of facility. While 
55% of the males were hospitalized in private facilities, 
85% of the females were similarly treated. 
During 1960 there was a clear demarcation along 
socioeconomic lines; the more affluent neighborhoods 
tending to make heavier use of private facilities. Ten 
years later, private facilities were admitting a far 
broader spectrum of patients and this differential 
utilization pattern had vanished. A generalized over¬ 
representation of less affluent neighborhoods occurred 
in all inpatient admissions. Bloom notes, however, that 
’’the index of social disequilibrium is a far more 
powerful and consistent guide to census tract admissions 
rate than is the index of socioeconomic affluence” 
(p. 153). This means that admission rates are highest 
in those neighborhoods characterized by high levels of 
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social disorganization (unemployment, deliquency, family 
disruption, educational inopportunity). 
Bloom found a most compelling association between 
social disequilibrium and admission rates for all patients 
with personality disorders (both sexes, public and 
private, 1960 and 1970). This index of disorganization 
was also found to be almost as closely related to admission 
rates for male psychotic and brain syndrome patients. 
In complement to Bloom’s comprehensive, data-based 
survey, Holmes and Solomon (1980) focus their research 
on another critical area of inquiry: the psychiatric 
decision to admit. While public policy is increasingly 
emphasizing community based alternatives and public 
psychiatric hospital census is on decline, admission 
rates continue to spiral upward, a large proportion of 
these being readmissions. Nationally, over two-thirds 
of admissions to psychiatric hospitals are former 
patients (Hawkins and Apodaca, 1977). It therefore is 
important to understand the decision to admit or readmit 
to a psychiatric facility. Does the fact that one has 
been psychiatrically hospitalized in the past influence 
the decision to admit in the future? 
Holmes and Solomon posed the research question: 
What clinical and demographic factors seem to influence 
They investigated not only patient intake decisions? 
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characteristics but also characteristics of the admitting 
staff. Factors such as referring source of the client, 
the availability of mental health resources in the 
community, availability of insurance, clinical experience 
of the admitting staff and availability of beds were 
investigated. 
The Holmes and Solomon study was conducted in two 
state psychiatric hospitals in Cleveland, Ohio. During 
a five week period in September and October of 1977 
admitting staff completed questionnaires on all admissions. 
Data was gathered on 407 cases. Ninety cases were first 
admissions and 248 were readmissions. Path analysis was 
the statistical procedure employed to empirically examine 
the inter-relationships of factors influencing the 
decision to admit. 
The researchers report that in both first and 
readmissions, the largest single factor influencing the 
decision to admit was the "attitude" of the accompanying 
individual. If the attitudes of those accompanying the 
client were perceived (and subsequently recorded for 
study) by the admitting officer as strongly in support 
of hospitalization the decision was far more likely to 
favor admission. Those accompanying individuals included 
friends, relatives, police and community agency 
personnel. 
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The second factor shared in common by both first and 
readmissions was the admitting officer's assessment of 
the patient's ability to maintain social responsibilities 
as a worker, spouse and/or patient. Results indicated 
that the patient was more readily hospitalized when there 
existed increasing evidence that he could not fulfill his 
responsibilities due to such behaviors as withdrawal, 
mental confusion, abuse of drugs or alcohol, hallucina¬ 
tions or presence of a marked delusional system. 
Interestingly, the presence of bizarre behavior explained 
the decision to readmit but not to first admit. This 
suggests that what may be a benign indicator for first 
admissions may be a clue to relapse for recidivists. In 
addition, attempts at outpatient treatment may have been 
tried prior to the decision to hospitalize in first 
admissions but avoided for recidivists. Holmes and 
Solomon summarize that "belief that the client is a first 
admission or readmission will, of itself, result in 
different criteria being applied to the admission 
decision." (p. 56). 
Holmes and Solomon furthermore report that the 
presence of threatened harm to others by former patients 
was an important factor in the admission decision process 
recidivists being perceived as having a greater 
tendency to fulfill these threats. Conversely, suicidal 
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thoughts were more often criteria employed in the 
decision process for first admissions. The source of 
referral was not a strong factor in the readmission 
decision but was found to be of great importance for first 
timers. Intake staff were far less likely to admit first 
admissions who were self-referred. However, if these 
individuals were referred by police, courts, social 
agencies, or private psychiatrists they were more likely 
to be hospitalized. 
Finally, Holmes and Solomon found that none of the 
personal characteristics of the admitting staff had a 
direct effect on the decision regarding hospitalization. 
Availability of beds did, however, correlate with the 
decision to admit in the case of recidivists. 
In summary, the work of Holmes and Solomon suggests 
that several factors appear to have dramatic impact on 
the decision to admit. Of greater influence on both 
first and readmissions is attitude of accompanying person. 
This influence is reinforced if the referral source or 
accompanier is a representative of the police, court, or 
mental health system. Likelihood or threat of harm to 
self and others influences admission decisions as does 
history of prior hospitalization. Finally, a patient's 
ability to fulfill his or her social responsibility 
appears to weigh heavily on treatment disposition. 
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Adolescent Studies 
How well do the data from adult psychiatric admissions 
reflect factors predicting adolescent hospitalization? 
The literature at this point becomes sketchy. Only two 
published research articles directly address any of the 
above discussed variables related to adolescent inpatient 
admissions (Westendorp and Brink, 1982; Garralda, 1983). 
Westendorp and Brink (1982) studies characteristics 
of adolescents treated at six different psychiatric 
settings: 3 inpatient, 3 outpatient. It is typically 
assumed that patients receiving services at these 
different treatment settings have differing problems and 
needs. However, these authors report more similarities 
than differences among the six groups. 
In this study, psychological tests were used to 
determine personality factors, current adjustment and 
academic achievement. A research assistant administered 
and scored the MMPI, PIAT and the Child and Adolescent 
Profile (CAAP). The latter instrument was developed by 
Ellsworth (1978) to measure the adjustment of adolescents 
in terms of peer interactions, hostility, productivity, 
dependency and withdrawal. It consists of 20 items and 
is completed by the patient’s parent or guardian. Short 
family questionnaires were also used to obtain 
23 
demographic data regarding ten family and patient 
variables: parenting composition, number of children in 
family, sibling position, occupation, social class, 
history of family psychological problems, marriage history, 
religion and age of parents. 
The sample of this study consisted of those patients 
entering each of six treatment facilities: 26, state 
hospitals; 47, long-term private hospitals; 52, short-term 
private hospitals; 42, group homes; 18, day treatment and 
23, outpatient. Ages ranged from 13-18 years of age. 
The ten family variables were analyzed for 
similarities and differences between groups. Of the 
family variables, groups were significantly different in 
occupation, education and social class (occupation and 
education of the parents were used to compute social 
class). 
Westendorp and Brink (1982) report that of the eleven 
patient variables examined in this study, only sex, age 
and racial background did not differ to a statistically 
significant level among the groups. The authors further 
relate common characteristics that appear to apply to all 
six treatment groups: 1) they are likely to come from 
families of four or five children, 2) in which there is 
only one natural parent, 3) the adolescent is likely 
to occupy a middle sibling position and 4) the family is 
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likely to have experienced some significant maladjustment 
requiring mental health services. The adolescent was found 
to be typically Caucasian and 15 years of age. 
The most salient personality characteristic reported 
by Westendorp and Brink is that of rebellion against 
societal norms. Academic achievement was found to be in 
the 25th percentile, placing these adolescents 
approximately one year behind expected grade level. In 
terms of adjustment, their parents typically described 
them as poorly adjusted especially in terms of peer 
relationships. 
Analysis of referral source, onset of problems, 
degree of substance abuse and history of previous treatment 
provided little clear understanding of the variables which 
determine where an adolescent will receive mental health 
services. History of previous treatment clearly 
differentiated only two groups: the outpatients and the 
state hospital groups. Over half of the state hospital 
group had previous inpatient treatment. None of the 
outpatient group had experienced previous inpatient 
treatment and over two-thirds had had no previous 
treatment at all. 
Westendorp and Brink suggest several major differences 
between groups: the long term private hospital group 
evidenced significantly more disturbance on the 
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personality variables; the day treatment group had 
significantly lower academic achievement scores; and the 
state hospital patients were more socially withdrawn prior 
to hospital admission. Chi square tests revealed the 
group home to be significantly higher in court involvement 
than the remaining groups. The patients in the outpatient 
group reported no court involvement. 
Chi sqaure tests also revealed significant differences 
between treatment groups in terms of patient’s referral 
source. Both the outpatient and short-term private 
hospital setting received over 70% of their referrals 
from the family or another counseling services. The group 
home, in contrast, received almost 75% of its referrals 
from the court or Department of Social Services (DSS). 
Westendorp and Brink conclude their study with a call for 
further research to better determine psychiatric admissions 
criteria. At present, they indicate that their study 
suggests that while there are many more similarities than 
differences among patients in all treatment settings, 
these same patients are assumably receiving very 
different types of treatment in very diverse facilities. 
The researchers did not analyze treatment modalities 
however. 
The nature of acute psychiatric service among 
children and adolescents is examined by Garralda (1983) 
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who theorizes that the need for prompt treatment of 
psychiatric disturbance is often overlooked. Garraldo 
postulated that because children’s psychiatric symptoms 
are thought to be so directly linked to external events 
in their lives, even relatively minor changes in the 
environment are believed to relieve acute childhood 
disturbance. Hence, acute emergency care would be highly 
correlated with acute family crisis rather than sudden 
onset of discrete psychiatric symptoms. To investigate 
this theory Garralda compared emergency psychiatric 
referrals with those of a non-emergency nature. 
The study was carried out in the child and adolescent 
psychiatric department of a London psychiatric teaching 
hospital. During the period of study from July 1977 to 
December 1978, 82% of the cases seen in the department 
were of emergency status. Of these 22 (40%) were selected 
for study after being determined representative of the 
entire group of emergencies according to age, sex, socio¬ 
economic level and presenting clinical features. Twenty, 
non—emergency controls were also selected. Parents of 
the 42 cases completed a questionnaire upon first 
hospital visit. The first section of the questionnaire 
dealt with the child’s presenting symptoms and any recent 
deterioration. The second section consisted of questions 
about current parental psychological and physical 
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symptoms, measures of marital and family dysfunction and of 
any recent deterioration therein. The third section in¬ 
cluded details of extended family and social supports and 
recent changes in their availability. All information 
was coded and the emergency group was compared with the 
control on the items under study. 
Garralda reports a number of significant differences 
in symptomatology of the children. In the emergencies, 
the psychiatric diagnosis was more commonly "mixed” or 
"emotional" disorder. As expected, behavioral symptoms 
such as anxiety, school referral, wandering from home, 
truancy and aggression were more frequently found in 
emergencies. However, only depression and suicidal and 
psychotic symptoms reached statistical significance. 
Depression, with sadness and persistent crying was present 
in over half of the emergencies. Psychotic symptoms 
involved either perceptual disorders or delusional 
material. A shorter duration of illness was common to 
emergencies, and emergencies reported a great 
deterioration in condition over the previous weeks or 
months. Fifty-four percent of emergency clients showed 
recent deterioration as compared to 25% of controls. 
Demographically, Garralda found a slight, but not 
statistically significant trend for emergencies not to be 
living with two natural parents (only 59% of emergencies 
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were living with two natural parents as opposed to 70% of 
controls). There were also more problems in the mother- 
child relationship (50% of emergencies vs. 5% of controls) 
and a parental self-rating of depression (63% of 
emergencies vs. 25% of controls). Parental depression 
was significantly linked to anti-social symptoms in the 
children on referral. 
There were no significant differences in the use of 
extended family and social supports. Social agency 
support, however, was more commonly involved with 
emergency-case families than non-emergency controls 
(45% vs. 25%). Interestingly, all of the children and 
adolescents living with stepfathers had poor relationships 
with them and they all fell into the emergency group. 
Caution must be observed in interpreting Garralda's 
results as sample size is small and "techniques are, 
somewhat, crude" (Garralda, p. 265). Garralda is 
reporting data gathered at a London site. Representative¬ 
ness is therefore in question and the criteria used for 
diagnosing "emotional disorder" is not identified. Since 
data was gathered and diagnoses were made between the 
years 1977-78, Garralda’s work predates DSM-III and 
I CD-9 (International Classification of Diseases) whose 
publication dates were 1980 and 1979 respectively. 
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Additionally, Garralda does not distinguish between 
children and adolescents in his sample populations (age 
range 5-15 years). However tenuous, the author reports 
interesting findings deserving of further investigation. 
Contrary to original expectations that emergencies would 
reflect tension in the family as much as problems in the 
child, emergencies tended to display discrete psychiatric 
symptomatology. Garralda concludes that while several 
factors do seem associated with need for acute 
psychiatric care, disorders in children and adolescents 
are unique entities rather than mere symptoms of family 
disorder. 
In a somewhat related article, Bedi (1983) reports 
on epidemiology of admissions to the outpatient child and 
adolescent clinic in Milwaukee, Wisconsin. Using a 
computer method, a demographic analysis of four groups 
of Milwaukee county census tracts was carried out to 
examine the correlation between number of admissions and 
various demographic characteristics. During the course 
of study, a trend between high admissions to the child 
and adolescent outpatient clinic and certain neighborhood 
demographic features emerged: percentage of Black and 
Spanish-speaking residents; percentage of divorced, 
single, separated or widowed families with head of house¬ 
hold; number of residents in the lowest income bracket 
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(less than $6,000.00 per year); number of households below 
the poverty level; number of households receiving public 
assistance; lowest percentage of owner occupied 
residences; and finally, number of households with no 
auto available. Of the economic features examined, 
predictors of poverty all increased the likelihood of 
outpatient clinic admission. 
In summary, Bedi’s findings from the analyses of 
neighborhoods in Milwaukee County showed correlations of 
admission with ethnicity, educational status, family 
fragmentation, poverty and housing characteristics 
indicative of poverty. There are obvious shortcomings 
to the study both to this research and its application in 
general. It correlated 1978 admissions with 1970 census 
data. Furthermore, it presumed that admission to an 
outpatient program reflects statistics for outpatient 
(not inpatient) psychiatric care and does not distinguish 
cases by severity or diagnosis. Bedi's study does offer 
broad implications in terms of social planning; it seeks 
to make programs more responsive to neighborhoods that 
most need to utilize them by identifying those areas 
having a high incidence of factors which have been shown 
as strong predictors of psychiatric admission. Bedi 
concludes: 
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+^6^1 that ln spite of obvious limitations this 
method provides a relatively inexpensive and’rapid 
way of using the readily available census and 
admission data to determine which neighborhood 
characteristics would be most predicative of 
admission to different public mental health center 
programs in different local settings. The results 
can then be used for better planning of services. 
e-g-, by providing transportation or decentralizing 
opportunities, improving transit systems, facilitating 
home ownership, and fostering a family mode of 
living. (pp. 366-367) 
Another factor clearly influencing the rate of adoles¬ 
cent psychiatric inpatient admissions is the 
deinstitutionalization movement. As increasing numbers of 
behaviorally disordered adolescents are placed in hospital 
settings rather than juvenile detention centers, jails, or 
training schools, a new "youth in trouble" institutional 
system (Lerman, 1980, p. 282) has emerged in unplanned 
fashion. Evidence of this changing distribution pattern 
over a four year period is offered by Lerman (p. 291) in 
the following table (see Page 32). 
In a paper prepared in conjunction with the National 
Institute of Mental Health, Lerman discusses factors and 
data leading to this trend of "transinstitutionalization." 
Lerman notes that while there have been significant 
reductions in long-term correctional handling of youths 
in trouble, those youths who are remanded into custody are 
increasingly placed in private residential treatment 
institutions and psychiatric units of general and state 
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hospitals. Lerman contends that the adolescent who once 
went to a correctional school is now relabled and subse¬ 
quently re-routed to a psychiatric facility. Several 
factors contributing to the emergence of these new modes of 
handling include: permissive mixing of official diagnostic 
labels, transfer of legal responsibility, redefinition of 
"acting-out" behaviors, increased use of mental health 
terminology and facilities and use of federal (Medicaid) 
funds as an incentive to subsidize non-correctional (i.e., 
psychiatric) placements. Empirical findings regarding these 
factors point to substantial policy implications, Lerman 
maintains. If, in fact, adolescents in trouble with the 
law are at greater risk of psychiatric admission, such a 
factor must be considered when planning interventive 
services for youth. 
The custody, care and treatment of delinquent youths 
has been increasingly shared by the public sector with 
private organizations. (See Table B) Likewise, the 
movement to take status offenders (i.e., truants, run¬ 
aways), out of public corrections has been accompanied by a 
transfer of legal responsibility from probation and 
correctional authorities to child public welfare 
departments. In 1974, 82 percent of the private 
correctional facilities received welfare department 
Additionally, there has been an increasing referrals. 
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tendency to redefine delinquent-type behavior as "acting- 
out or as a symptom of an emotional disturbance (Leiby, 
1978). The recent separation of status offenders from 
the broad delinquency category has assisted this trend. 
Lerman cites extensive data drawn from NIMH 
statistics to support two primary theses: 
1) While the commitment of all other age groups has 
decreased appreciably in public facilities, the number of 
young persons admitted since the early 1960's, into these 
facilities has increased. (p. 287). Table C outlines 
this pattern. 
2) Instead of being admitted because of classical 
psychiatric symptoms, the majority of juveniles entering 
hospitals most recently have been admitted because of 
general behavioral disorders: for example, transient 
situational disorders, childhood disorders, personality 
disorders and drug disorders. (See Table D). These non- 
classical diagnoses often indicate behaviors that would, 
in the past, have resulted in court adjudication or 
other formal disposition. 
Lerman also notes that the use of federal funds has 
provided incentives to hospitalize. Since 1962 federal 
money has been available to subsidize out-of-home 
placements, provided they are not in a traditional public 
correctional institution. Federal funds for placements 
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Table 3 
Admissions to State/County Mental Hospitals of Persons 
with No Prior Inpatient Care by Age: 
1962-75 (rate per 100,000 population) 
Age Group 1962 1965 1969 1972 1975 
Under 15 6.0 7.5 11.0 13.5 15.5 
15-24 76.9 88.6 114.4 95.1 91.8 
25-34 105.1 118.5 111.4 103.8 92.2 
35-44 96.0 106.6 134.3 107.2 74.6 
45-54 91.2 96.6 106.8 83.3 55.3 
55-64 82.4 86.1 100.3 63.3 52.8 
65+ 163.7 146.5 100.6 69.2 36.7 
All Ages 70.6 75.1 82.1 68.2 57.1 
Source: Adapted from National Institute of Mental Health, 
Statistical Note 145: Changes in the Age and Sex 
Composition of First Admissions to State and County 
Mental Hospitals. United States 1962-1975 (Washington, 
D.C.: Government Printing Office, 1978), p. 9. 
(Lerman, p. 286). 
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Table 4 
Primary Diagnosis of Persons Admitted to Psychiatric 
Inpatient Units of State/County Hospitals and Non- 
federal General Hospitals, by Age: 1975 (percentage) 
Primary 
Diagnosis 
General Hospital 
Psychiatric Unitsa 
Under 18 All Ages 
State/County 
Mental Hospitals^ 
Under 18 All Ages 
Classic Symptoms 42.0 74.0 27.0 53.1 
1. Organic brain 
disorder Minimal 3.7 2.8 5.3 
2. Depression 17.7 37.8 2.7 11.7 
3. Schizophrenia 16.4 24.1 17.7 33.7 
4. Other psychosis 0.9 2.2 Minimal 0.9 
5. Neurosis 7.0 6.2 3.8 1.5 
General/behavioral 57.2 26.0 71.8 46.9 
1. Personality 
disorder 8.0 5.8 10.4 6.5 
2. Childhood 
disorder 10.8 0.9 54.0 4.9 
3. Transient 
situational 
disorder 
4. Otherc 
26.7 
6.0 
5.1 
3.7 6.2 3.8 
5. Alcohol 
disorder Minimal 7.0 Minimal 27.7 
6. Drug disorder 5.7 3.5 1.2 3.7 
N= 42,690 515,537 25,252 383,237 
aNational Institute of Mental Health, Statistical Note No. 
137 Washington, D.C.: Government Printing Office, August, 
1977), p. 19 discharge data only. 
bNational Institute of Mental Health, Statistical Note, No. 
138 Washington, D.C.: Government Printing Office, August, 
1977), p. 11, admissions data only. 
CFor general hospital, "other" remains undifferentiated. 
For persons under 18 in state/county hospitals "other" 
5 percent diagnosed as mentally retarded and 1.2 percent 
undifferentiated, for persons of all ages in state/county 
hospitals, "other" is 1.9 percent mentally retarded and 
1.9 percent undifferentiated. 
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are provided under various titles in the Social Security 
Act: Medicaid, supplemental security income, aid to 
dependent children, child welfare, social services (U.S. 
Senate, Committee on Finance, 1978). Such diverse funding 
sources allow private organizations to compete with one 
another for 100 percent occupancy of beds for adolescents 
referred by probation, parole, child welfare, private 
doctors, lawyers and mental health. In practice this also 
means that diverse placement agencies compete with one 
another for the use of the same facilities. 
Lerman cites Massachusetts as a state in which the 
Division of Youth Services spent $7 million and the state 
welfare department spent $10 million purchasing services 
from the same providers of residential custody, care and 
treatment. Lerman quotes an outside evaluation of the 
Massachusetts system, which aptly termed its study "The 
Children's Puzzle": 
Each agency places children differently. They apply 
different selection criteria. Yet the children wind 
up in the same facilities. (Umass Institute for 
Governmental Services, 1977, p. 20). 
Since placements in traditional state training 
schools would qualify for federal payments, there is 
increased incentive to redefine youths in trouble according 
to DSM-III categories that will legitimize placement in 
acute care, inpatient treatments. The perception that an 
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adjudicated adolescent has an emotional 
provide a rationale for reimbursements 
facilities. 
disturbance can 
in non-correctional 
Given these factors, Lerman suggests that the mental 
health system has gained increasing numbers of youths in 
both short- and long-term facilities. State hospital 
census is down due to policies of deinstitutionalization, 
but this is more than offset by continued growth in three 
other mental health facilities: private psychiatric 
hospitals, psychiatric units of general hospitals and 
inpatient units of community health centers (President's 
Commission on Mental Health, 1978). Lerman concludes 
that "overall, the mental health system represents the 
fastest growing category of adolescent institutional 
care" (p. 292). Certainly, the transinstitutionalization 
of youths in trouble with the law is an issue with which 
mental health agencies must reckon. 
One remaining article is a follow-up study of 
adolescent inpatients. This article includes clinical, 
diagnostic and demographic data in its reports of outcome. 
Blotcky, Dimperio and Gossett (1984) review 24 child 
inpatient follow-up studies, critically analyzing 
methodology and summarizing results in terms of ten 
dimensions relevant to long-term outcome. Good prognosis 
was found to be positively correlated with non-psychotic/ 
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non organic diagnosis, absence of antisocial features and 
bizarre symptoms, healthy family organization, and function 
and availability of mental health aftercare. 
Conclusion 
The problem of rising adolescent psychiatric inpatient 
admissions has enjoyed enormous press but benefitted 
little from empirical research. What statistical 
evidence does exist does so in a form not directly 
addressing variables associated with acute adolescent 
psychiatric need. Several demographic and clinical 
variables are suggested as statistical predictors of 
adolescent hospitalization; social disequilibrium, poverty, 
bizarre behavior or threat of harm to self/others, 
involvement with community agencies, prior hospitalization, 
fragmented families with female heads of household and 
poor educational status. 
With these factors, the task of research remains. 
CHAPTER III 
METHODS AND PROCEDURES 
Statement of Purpose 
The purpose of this study was to determine and rank 
order factors which statistically predict adolescent 
inpatient psychiatric hospitalization, and to differ¬ 
entiate those from comparison groups of non-hospitalized 
adolescents and adult psychiatric hospital consumers. In 
order to provide data that will be useful in developing 
adolescent intervention programs, the following research 
questions were generated to guide this study. 
Research Questions 
I. To what extent do the following independent 
variables correlate with the decision to hospitalize an 
adolescent? 
1. Sex 
2. Age 
3. Referral Source 
4. Presenting Problem 
5. Diagnosis 
6. Social Class 
7. Ethnic Group 
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8. Insurance Coverage 
9. Drug and/or Alcohol Involvement: (either 
substance abuse or dependence) 
10. Present or Prior Therapy Involvement 
11. Social Service Agency Involvement 
12. Prior Hospitalization 
13. Pre-morbid Function 
The dependent variable, likelihood of hospitalization, 
was measured by case disposition records. 
II. Are there differences between hospitalized 
adolescents and hospitalized adults on the above variables 
and what is the relative predictive strength of each? 
Design 
This was a correlational design comparing factors 
believed to influence psychiatric hospitalization of 
adolescents. Among the many possible influential 
variables, 13 independent variables were selected for 
systematic empirical study of their predictive value in the 
decision to hospitalize. Using an ex post factor design, 
inferences were made without direct experimental control 
on independent variables because they had already 
occurred. (See Figure 1: Research Design). 
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Figure 1 
Research Design 
Independent Variables 
°Sex (male or female) 
°Age (in years) 
source: °Referral 
agency 
a. self 
b. family 
c. friend 
d. police/court 
e. hospital 
f. social service 
g. school 
h. other 
’Presenting problem: 
a. suicidal threat 
b. psychosis 
c. bizarre behavior 
d. assaultive or threatening 
e. severe anxiety reaction 
f. depression 
g. alcohol or substance abuse 
h. other 
Dependent Variable 
Likelihood of 
Psychiatric 
Hospitalization 
°Diagnosis (according to general DSM III) 
Axis I & II categories) 
°Social class (according to Lewis & 
Mercets 10 pt. social/cultural scale) 
°Racial/Ethnic group: 
a. Caucasian 
b. Black 
c. Hispanic 
d. Asian 
e. Native American 
f. Other 
insurance coverage (yes or no, public 
or private) 
°Drug/ET0H involvement (yes or no) 
“Prior therapy involvement (yes or no) 
°Social Service agency involvement: 
a. DSS 
b. DYS 
c. Alcohol services 
d. DMH 
e. Other 
“Prior hospitalization (yes or no) 
°Premorbid function (according to DSM 
III, Axis 5 "Highest level of 
adaptive function," 7 point 
descriptive scale). 
V 
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Sample 
Research subjects for this study (126 cases), were 
drawn from the total population of adolescent and adult 
consumers of acute psychiatric services at Mt. Tom 
Institute, a regional mental health crisis center. A total 
of 42 adolescent cases had been evaluated and subsequently 
hospitalized during fiscal year 1986. Same-size comparison 
groups were randomly selected from agency records. Names 
of all adolescents evaluated but not hospitalized were 
written on slips of paper and quite literally "drawn from 
a hat." Additionally, a comparison group of 42 adults 
(ages 32-42), evaluated and subsequently hospitalized, was 
chosen at random from the same agency records in the same 
manner. 
Subjects were selected for participation in this 
study on the basis of the following criteria: 
1. a) Adolescent--between the ages of 12-22 years 
(22 being the cut-off age for childhood 
Special Education funding under P.L. 94.142) 
b) Adult—between the ages of 32-42 years. 
2. Evaluated by Mt. Tom Institute’s crises team 
"Timely Response Team," (TR), during fiscal 
year 1986 (July 1, 1985-June 30, 1986). 
3. Residing in the Holyoke-Chicopee DMH catchment 
area. 
Adolescent age range was assigned in keeping with some 
generally established educational and legal milestones. 
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Typically children enter junior high school (the doorway 
to adolescent behavior and influence) at 12-13 years of 
age. For the next 10 years these individuals can be 
included on parent's medical insurance coverage and income 
tax forms. Federal money and legal mandate is available, 
through Public Law 94.142, to provide for counseling, 
special educational placement and vocational training for 
emotionally impaired adolescents. Such services stop 
abruptly at age 22. 
Age 22, therefore, represented a societal cut-off 
point, with individuals below this age sharing common 
experiences and opportunities. Furthermore, had a 
narrower age range been established, fewer cases would have 
been available for statistical analysis. 
The corresponding 10-year age range for the 
hospitalized adult comparison group was chosen because it 
was far enough removed from adolescence to avoid develop¬ 
mental overlap, yet it was an age group young enough to 
avoid confounding variables associated with aging. 
Additionally, as part of the "Post-War Baby Boom, the 
32-42 year olds existed in sufficient numbers to comprise 
a selection pool of 42 or more cases. An adequate number 
of cases would not have been available at a higher age 
range. 
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The sample itself was drawn from a population of 
psychiatric consumers serviced by the Mt. Tom Institute in 
Holyoke. Mt. Tom is a multi-service mental health agency 
which functions as a central services unit for the 
Commonwealth of Massachusetts Department of Mental Health 
in the greater Holyoke/Chicopee area. This catchment area 
includes, towns of: Belchertown, Chicopee, Granby, 
Munson, Holyoke, Ludlow, Palmer, Southampton, South Hadley, 
Three Rivers and Ware. Emergency rooms, clergy, police and 
community mental health agencies within the Holyoke/Chicopee 
area call upon the crises team of Mt. Tom for emergency 
psychiatric assessment and case disposition. The mobile 
"timely response team" or "T.R." is a screening agent for 
the Holyoke/Chicopee unit of Northampton State Hospital 
and all admissions thereto must pass through T.R. Mount 
Tom Institute is committed to a policy of diverting state 
hospital admissions to private hospitals or community 
care whenever possible. 
For the purpose of this study,"subject" represented 
one assessment-admission or assessment-non-admission 
sequence. Each individual was assigned a code number and 
any information gathered from client records by this 
author for the purpose of research was thusly coded to 
insure confidentiality. 
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At the time of crisis intake, T.R. completes a 
detailed assessment form (see Crisis Intake Sheet in 
Appendix A), consisting of a mental status assessment, 
diagnostic determination and treatment plan. Additionally, 
a "face sheet" (see Appendix) is compiled, recording 
relevant variables such as those measured by this study. 
The use of this particular sample from Mt. Tom Institute 
therefore provided: 
1. Sufficient numbers of clients to allow for a 
specific focus on predictors of hospitalization 
in adolescents. 
2. Access to an extensive amount of relevant 
psychiatric and demographic data in client 
files. 
Instrumentation 
The most recent assessment and "face sheet" results 
reported in the client's file prior to hospitalization 
were utilized in this study to obtain measures of the 
independent variables. Data gathered from each client's 
file, face sheet and crisis intake form was recorded on an 
individual, coded "Tally Sheet" (see Appendix A). Most 
readily obtained was demographic information related to 
the independent variables; age, sex, ethnic group, 
availability and type of medical insurance. Clinical 
history, (i.e., prior therapy and prior hospitalization, 
referral source, presenting problem and diagnosis) 
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were likewise straightforward and taken directly from 
clinical records. 
With all but two variables, the data utilized by this 
study had been previously gathered and specifically 
documented by T.R. clinicians. Such data was, therefore, 
available in essentially the exact form needed by this 
study. Two exceptions were Social Class and Premorbid 
Function which were based on standardized measures but 
required scoring of data by this author. In these cases, 
trained co-raters were used to insure objectivity. 
Demographic Features 
As noted earlier, with the exception of "Social Class," 
most of the demographic variables were clear-cut and 
measures of them were readily extracted from the face 
sheet entries. These straightforward measures include 
age, sex, race and insurance availability. The Mercer and 
Lewis sociocultural Scale (1977) was utilized to assign a 
standardized "social class" score to each client (see 
Appendix A for scale). This numerical score was based on 
the occupation of the client or the head of household if 
the client was living with parents or an employed spouse. 
The Mercer-Lewis Scale uses a 10 point rating, ranging 
from 0-9 with 9 representing the highest SES. Ratings for 
the various classifications were based on both educational 
background and financial earning. 
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To confirm objectivity of scoring, 10 cases were 
randomly drawn from each of the 3 groups. The author 
familiarized a first year psychology student with the 
Mercer-Lewis rating scales. The selected cases were co¬ 
rated by this individual and subsequently found to differ 
in only two instances from those values assigned by the 
author. ' This is a 93 percent agreement level. 
Clinical History Diagnostic Features 
Measurement of the independent variables related to 
diagnosis and clinical history was consonant with DSM-III 
(1980) terminology and criteria. Premorbid function was 
defined as the "Highest Level of Adaptive Functioning in 
the Past Year." As noted in DSM-III, "This information 
frequently has prognostic significance because usually 
an individual returns to his or her previous level of 
adaptive functioning after an episode of illness" (p. 28). 
As conceptualized in the manual, adaptive functioning 
is a composite of three main areas: social relations, 
occupational functioning and the use of leisure time 
DSM-III offers a descriptive 7 point scale to assist the 
clinician or researcher in determination of premorbid 
function (see Appendix A, "Axis V, Highest Level of 
Adaptive Functioning"). This scale provided the numerical 
scores by which the independent variable, 'Premorbid 
Function" was measured. 
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Descriptive information regarding adaptive function 
was indirectly available in each client's chart. For 
example, in the case of an individual who had subsisted 
for 5 years on "General Relief" (welfare) it might 
correctly be inferred that this individual experienced 
substantial impairment in occupational functioning. 
A Counseling Psychology doctoral student co-rated 
scores for "Highest Level of Adaptive Functioning in the 
Past Year." This individual is familiar with DSM 
terminology and criteria and furthermore works daily at a 
mental health facility which serves a population similar 
to that of Mt. Tom Institute. Ten cases were randomly 
drawn from each of the 3 groups. Agreement between 
author and co-rater was 90 percent with raters differing 
on only 3 scores (and by no more than 1 point in each of the 
3 cases). 
A general or diagnostic category according to DSM-III 
nomenclature was assigned to each client by clinical staff 
after psychiatric assessment at Mt. Tom Institute. These 
primary diagnoses included: affective disorder, psychosis, 
substance abuse, anxiety disorder, personality disorder or 
adjustment disorder. Diagnosis was directly recorded 
onto each subject's tally sheet for eventual statistical 
tabulation. 
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Degree of client drug/alcohol involvement was less 
succinctly recorded in Mt. Tom files. Crisis intake 
sheets compiled by clinical staff did, however, reveal if 
the client was currently under the influence of drugs or 
alcohol, and a self-reported history of substance abuse or 
prior involvement in drug or alcohol rehabilitation, detox, 
Alcoholics Anonymous or Narcotics Anonymous. "Drug/alcohol 
involvement" in this study, as in DSM-III, was taken to 
mean the existence of either substance abuse or depen¬ 
dence. This research made no attempt to distinguish 
between abuse and dependence. As defined by DSM-III, three 
criteria distinguish non-pathological substance use from 
substance abuse: a pattern of uncontrolled use; impairment 
in social or occupational functioning caused by the 
pathological pattern of use and duration of at least one 
month. Substance dependence is a more severe form of 
substance use disorder and diagnosis requires evidence of 
physiological dependency, demonstrated by either tolerance 
or withdrawal. 
Prior hospitalization, past or present involvement 
in counseling, and social service agency involvement were 
essentially straightforward variables requiring "yes" or 
"no" answers. These were tabulated directly from face 
sheet entries. "Presentng Problem" addressed the 
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question: "what problem brought the client to Mt. Tom's 
attention?" Behavior as recorded by Mt. Tom clinicians on 
both crisis and Stat sheets (Monthly TR Statistics) fell 
into at least one of several descriptive categories: 
a) suicidal threat, ideation or attempt 
b) psychosis 
c) bizarre behavior 
d) assaultive or threatening behavior 
e) severe anxiety reaction 
f) depression 
g) alcohol or substance abuse 
The above categories are based on objective terminology 
employed by DSM-III. These labels were assigned at the 
time of psychiatric intake by the Mt. Tom clinical team. 
They were readily extracted from Mt. Tom files .for the 
purpose of this study. 
Statistics 
This study relied principally on multiple regression 
analysis because it is the statistical technique most 
appropriate for the research question posed. The SPSS 
Program was used to compute the multiple regression. 
Descriptive data were analyzed using SPSS frequency and 
Chi Square tabulations. 
CHAPTER IV 
RESULTS 
This chapter reports the results in the statistical 
analyses undertaken by this study. In the first section, 
the characteristics of the population sample and distribu¬ 
tion of independent variables are presented using SPSS 
frequency data. Second, two-group comparisons of 
distributions and simple association of individual 
independent variables are presented and described using 
crosstabulation, anova and regression techniques. These 
comparisons address the research questions which are 
formally posed in the next section. In the third section, 
results from multiple regression analyses, the principal 
tests of the research hypotheses, are presented and 
discussed. A final section describes additional analysis 
of the data. 
Description of the Sample and Variables 
Information from the tally sheets of each of the 126 
subjects was entered into the computer according to a 
coding scheme representative of the tally sheet. An 
initial descriptive screening analysis was performed using 
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descriptive statistics to examine distributions of 
variables and to summarize frequencies. This is a useful 
preliminary step undertaken before crosstabulation and 
regression analysis are conducted. Results of the 
frequencies pointed to a need, in this case, of collapsing 
or consolidating categorical responses to several 
variables. These cruder (more collapsed) categories 
resulted in slightly fewer sub-variables but an adequate 
number of cases in each crosstabulation cell. Later 
multiple regression also rquired this same collapsing to 
insure a value in each cell for all possible combinations 
of variables. 
Results from these preliminary analyses pointed out 
those things that tend to relate to group membership. 
Frequency analysis literally counted and summarized the 
number of cases falling into each category. 
There were an equal number of cases in all three groups. 
Table 5 
Number of Cases in Total Sample 
Absolute Relative Cumulative 
Group Frequency Frequency 
Frequency 
Hospitalized 42 33.3 
33.3 
Adolescents 
Non-hospitalized 42 33.3 
66.6 
Adolescents 
Hospitalized Adults 42 33.3 
100.0 
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Of the 126 cases used in this study, approximately 
half were male, half were female. 
Table 6 
Frequency by Sex for Total Sample* 
- Absolute Relative Cumulative 
Group Frequency Frequency Frequency 
Males 66 52.4 52.4 
Females 60 47.6 100.0 
Total = 126 
*N = 126 
While adult populations tended to be more evenly 
spread over the chosen age range, adolescents requiiing 
psychiatric evaluation and subsequent disposition were 
clumped at a disproportionally high level at or above 
age 17 (with particular frequency at age 19). 
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Table 7 
Distribution by Age Among Adolescents 
Age Absolute Frequency Percentage of Total* 
12 1 
.8 
13 2 1.6 
14 3 2.4 
15 8 6.3 
16 8 6.3 
17 11 8.7 
18 8 6.3 
19 20 15.9 
20 9 7.1 
21 14 11.1 
♦Adolescent and Adult Cases N = 126 
Table 8 
Distribution by Age Among Adults* 
Age Absolute Frequency Percentage of Total 
32 8 6.3 
33 1 .8 
34 1 .8 
35 8 6.3 
36 6 4.8 
37 3 2.4 
38 0 0 
39 4 3.2 
40 6 4.8 
41 5 4.0 
*N = 126 
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Over forty percent of all cases seen by Mt. Tom 
Crisis Team were referred by hospital emergency rooms or 
doctors. Thirty two percent were referred by a social 
service agency having involvement with the client. The 
fewest referrals came from schools and workplaces. 
Table 9 
Referral Source Frequency* 
for Total Sample 
Source 
Absolute 
Frequency 
Relative 
Frequency 
Cumulative 
Frequency 
Self 10 7.9 7.9 
Familv/friend 10 7.9 15.9 
Police/court 9 7.1 23.0 
Hospital/doctor 51 40.5 63.5 
Social service agency 41 32.5 96.0 
School/work 5 4.0 100.0 
*N = 126 
Looking at presenting problem frequencies it can 
easily be seen that the bulk of the cases fall into the 
top categories (88.9%). Since there are so few individual 
cases in the last 3 categories there would be empty cells 
in a cross-tabs or regression analysis. In order to over¬ 
come this shortcoming, the last three categories 
(depression, severe anxiety, alcohol or substance abuse) 
were collapsed into a more comprehensive 
in future statistical procedures. 
"other" category 
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Table 10 
Frequency of Presenting Problems for Total Sample* 
Absolute Relative Cumulative 
Presenting Problem Frequency Frequency Frequency 
Suicidal threat or 
attempt 
61 48.4 48.4 
Bizarre behavior 35 27.8 76.2 
Assaultive or 
threatening 
Other: 
16 12.7 88.9 
Severe anxiety 2 1.6 90.5 
Depression 7 5.6 96.0 
Alcohol/substance 
abuse 
5 4.0 100.0 
*N = 126 
There were 9 categories for Diagnosis with subjects 
carrying one or two of these labels. Since order of 
recording was not important to this study, a subject 
coded as '’31” was considered identical in diagnosis to a 
subjected coded "13." Frequencies of diagnoses combina¬ 
tions are presented in Table 7 while the number of times 
each diagnosis occurred is reported in Table 8. Clients 
evaluated by TR most frequently were diagnosed as having 
a depressive affective disorder, alone or in combination 
with another mental syndrome. The second most frequently 
occurring condition was that of bipolar affective disorder. 
These leading diagnoses were more likely to occur alone 
than in combination with another disorder while the third 
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Table 11 
Frequency of Various Diagnostic 
Combinations for Total Sample 
Absolute Relative 
Frequency Frequency 
0 0 
1 .8 
2 1.6 
1 .8 
1 .8 
3 2.4 
7 5.6 
4 3.2 KEY 
4 3.2 
3 2.4 1 organic 
17 13.5 2 substance abuse 
1 .8 3 schizophrenic 
1 .8 4 affective disorder: 
1 .8 depression 
19 15.1 5 affective disorder: 
8 6.3 bipolar 
3 2.4 6 anxiety disorder 
5 4.0 7 personality disorder 
16 12.7 8 adjustment disorder 
4 3.2 9 other 
1 .8 
2 1.6 
4 3.2 
3 2.4 
8 6.3 
4 3.2 
3 2.4 
126 100.0 
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most common diagnoses, personality disorder, always 
occurred in combination with another diagnosis. 
Table 12 
Frequency of Diagnosis for Total Sample 
Absolute Frequency 
Diagnosis Frequency Rank Order Relative Frequency 
1 5 #8 Not applicable since 
2 22 #4 each subject could 
3 22 #5 carry up to 2 
4 42 #1 diagnoses, total would 
5 27 #2 exceed 100% 
6 2 #9 
7 23 #3 
8 19 #6 
9 17 #7 
Frequency data regarding social class are consistent 
with the findings of earlier researchers (Bloom, 1975; 
Holmes and Solomon, 1980). While frequencies procedures 
do not discriminate data by group (Adolescent vs. Adult, 
etc.), one is able to quickly recognize that a majority 
of the total cases (53.2%) come from the very poorest SES. 
Table 9 shows class or SES as a continuous variable with 0 
representing lowest SES and 9 representing highest. Some 
caution must be exercised when interpreting this data about 
class, however, since the 126 cases utilized in this study 
mav not be representative of the population at large. 
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Table 13 
Distribution by SES of Total Sample 
Code 
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
Total 
Note: 0 = 
Absolute 
Frequency 
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5 
6 
11 
12 
12 
2 
3 
5 
3 
126 
Lowest SES 
Relative 
Frequency 
53.2 
4.0 
4.8 
8.7 
9.5 
9.5 
1.6 
2.4 
4.0 
2.4 
100.0 
Cumulative 
Frequency 
53.2 
57.1 
61.9 
70.6 
80.2 
89.7 
91.3 
93.7 
97.6 
100.0 
100.0 
Frequency data regarding race led to another category 
transformation. Since the majority of subjects were 
white (108 or 85.7%) and so few were black (4 or 3.2%), 
categories 2 and 3 were collapsed to form a new "non-white 
category containing 18 cases or 14.3% of the sample. 
Table 10 shows distribution by race. 
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Table 14 
Distribution by Race of Total Sample 
Group 
Absolute Relative Cumulative 
Frequency Frequency Frequency 
White 
Non-white: 
Black 
Hispanic 
108 
4 
14 
85.7 
3.2 
11.1 
88.9 
100.0 
85.7 
Total 126 
According to frequency data 80% of the 126 subjects 
had insurance coverage for psychiatric hospitalization 
(101 to 25). Medicaid as well as private coverage was 
included in the available-insurance category. 
Distribution of insurance coverage is presented in 
Table 11. Crosstabs analysis at a later point was used 
to determine if distribution of insurance availability 
was a distinguishing variable across groups. 
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Table 15 
Insurance Availability for Total Sample 
Group 
Absolute 
Frequency 
Relative 
Frequency 
Cumulative 
Frequency 
Insurance 101 80.2 80.2 
coverage 
No insurance 25 19.8 100.0 
coverage 
Total 126 100.0 100.0 
Similarly, both Alcohol/Drug Involvement (see Table 12) 
and Prior Therapy (see Table 13) had enough cases in each 
cell to make possible a later crosstabulation analysis. 
Just slightly more than half of the total sample (54,8c) 
was not drug or alcohol involved. A large proportion of 
the individuals in the total sample (82%) had experienced 
some type of prior therapy. 
Table 16 
Frequency of Alcohol/Substance Involvement 
Among Total Sample 
Group 
Substance 
involved 
Not substance 
involved 
Absolute 
Frequency 
Relative 
Frequency 
Cumulative 
Frequency 
57 45.2 45.2 
69 54.8 100.0 
126 100.0 100.0 Total 
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Table 17 
Distribution of Prior Therapy Experience 
Among Total Sample 
Absolute Relative Cumulative 
Group Frequency Frequency Frequency 
Prior therapy 103 81.7 81.7 
No prior' 
therapy 
23 18.3 100.0 
Total 126 100.0 100.0 
Thirty-one percent of the total sample had no prior 
involvement with any social service agency. An 
additional 48.5% had involvement with only one agency. 
12% of the cases were involved with two outside agencies 
prior to evaluation and 8.5% of the sample was involved 
with three or more social service agencies. This break¬ 
down is shown in Table 14. 
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Table 18 
Distribution of Social Service Agency 
Involvement for Total Sample 
Absolute Relative* 
Agency Frequency Frequency 
None 39 31 
D.S.S. (Dept, of Social Services) 36 28.6 
D.Y.S./courts (Dept, of Youth 22 17.5 
Services) 
Alcohol/drug programs 10 7.9 
D.M.H. (Dept, of Mental Health) 29 23.0 
Other 4 3.1 
♦Since some subjects were found to be coded in up to 3 
categories, the percentages will not add up to 100%. 
Frequency data for prior hospitalization revealed a 
sufficient number of cases under each condition to 
provide for further statistical investigation (see 
Table 15). 58.7% of the cases evaluated by the crisis 
team had experienced prior hospitalization. 
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Table 19 
Frequency of Prior Hospitalization 
For Total Sample 
Group 
Absolute Relative 
Frequency Frequency 
Prior hospitalization 74 58.7 
No prior- hospitalization 52 41.3 
Total 126 100.0 
Premorbid functioning was coded according to the 
highest level of adaptive functioning within the past year. 
The lower the score, the better the level of a subject's 
performance. According to frequency data, levels 5 and 6 
contained 7504% of the cases with much fewer cases at 
either extreme. Data on premorbid function is presented 
in Table 16. 
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first step in analyzing the data was to establish that 
some group differences did exist. 
Hospitalized and non-hospitalized adolescents were 
compared first on all variables. Distribution by sex was 
not a distinguishing variable across group membership. 
Among hospitalized adolescents there were more males 
than females (57.1% to 42.9%) while among non- 
hospitalized adolescents there were slightly more females 
than males. However, these differences were quite 
small and non-significant (.5122). Crosstabulation 
results of group by sex are summarized below in Table 17. 
Table 21 
Crosstabulation of Groups by Sex: 
Hospitalized vs. Non-Hospitali zed Adolescents 
Group 
Hospitalized adolescents 
(N=24) 
Males 
24 
57.1 
54.5 
_28.6 
Females 
18 
42.9 
45.0 
21.4 
Non-hospitalized adolescents 
(N=42) 
20 
47.6 
45.5 
23.8 
22 
52.4 
55.0 
26.2 
Column total 
44 40 
_52.4 47.6 
Corrected Chi Sq. = .42955 1 Degree 
of Freedom 
P = .5122 
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Table 20 
Level of Premorbid 
Data for 
Functioning: 
Total Sample 
Frequency 
Absolute Relative Cumulative 
Level Frequency Frequency Frequency 
2 1 .8 .8 
3 13 10.3 11.1 
4 15 11.9 23.0 
5 51 40.5 63.5 
6 44 34.9 98.4 
7 1 .8 99.2 
8 1 .8 100.0 
Total 126 100.0 100.0 
Two Group Comparisons 
After frequencies were determined, a crosstabulation 
procedure, (essentially Chi-Squares contingency analysis) 
using two group comparisons, was performed to look 
separately at the relationship to group membership of 
each categorical, non-continuous variable. Anovas were 
run on continuous variables to likewise determine 
significance (at .05 level). The variables "Diagnosis 
and "Social Service Agency Involvement" for which there 
were multiple discrete responses, were dummy coded and 
each tested separately for significance by regression 
techniques. From the following preliminary analyses were 
chosen the regressors or discriminant variables that 
ultimately went into the prediction equation. Thus, the 
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Referral source by group membership was also not 
significant at the .05 level. In both hospitalized and 
non-hospitali zed adolescents the greatest number of 
referrals (more than 65%) came from hospitals/doctors and 
social services agt^ncies. Therefore, no significant 
relationship between group membership and referral source 
exists (see Table 18). 
There is a significant relationship between group 
membership and presenting problem in hospitalized vs. 
non-hospitali zed adolescents (see Table 19). While 
suicidal threat/attempt was the most common presenting 
problem in both hospitalized and non-hospitalized 
adolescents, only 40.5% of those hospitalized as compared 
to 69% of the non-hospitalized presented with this 
problem. Subsequently, hospitalized adolescents were 
far more likely to have presented with bizarre behavior 
than the non-hospitalized group (35.7% vs. 4.8%). 
Assaultive or threatening behavior was more common in 
hospitalized adolescents while "other” (anxiety, 
depression, substance abuse), was more often found in 
the non-hospitalized group of adolescents. 
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Table 23 
Crosstabulation of Hospitalized and Non-Hospitalized 
Adolescents by Presenting Problem 
Grouo 
Suicidal 
threat/ 
attemut 
Bizarre 
behavior 
Assaultive or 
threatening 
behavior Other 
Hospitalized 17 15 6 4 
adolescents 40.5 35.7 14.3 9.5 
(N=42) 37.0 88.2 75.0 30.8 
20.2 17.9 7.1 4.8 
Non- 29 2 2 9 
hospitalized 69.0 4.8 4.8 21.4 
adolescents 63.0 11.8 25.0 69.2 
(N=42) 34.5 2.4 2.4 10.7 
Column total 46 17 8 13 
54.8 20.2 9.5 15.5 
Raw Chi-Sq. = 16.99469 with 3 Degrees of Freedom 
P = .0007 
Although no significant relationship exists between 
race and group membership fewer non-whites were found in 
the hospitalized adolescent rather than non-hospitalized 
adolescent group (see Table 20). 
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Table 24 
Crosstabulation of Hospitalized and 
Non-Hospitalized Adolescents by Race 
Groun White Non-white 
Hospitalized 35 7 
adolescents 83.3 16.7 
(N=42) 52.2 41.2 
41.7 8.3 
Non-hospitalized 32 10 
adolescents 76.2 23.8 
(N=42) 47.8 58.8 
38,1 11.9 
Column Total 67 17 
79.8 20.2 
Corrected Chi Sq. = .29500 
1 Degree of Freedom 
P = 2.5870 
Availability of insurance was a factor significant 
at the .05 level. More subjects in the non-hospitalized 
adolescent group lacked insurance (33%) than in the 
hospitalized group in which only 9.5% did not have 
insurance to cover psychiatric hospitalization. Table 21 
summarizes these crosstabulation findings. 
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Table 25 
Crosstabulation of Hospitalized and Non-Hospitalized 
Adolescents by Insurance Availability 
Available No available 
Group insurance insurance 
Hospitalized 
adolescents 
( N=4 9, ) 
38 
90.5 
57.6 
45.2 
4 
9.5 
22.2 
4.8 
Non-hospitalized 
adolescents 
(N=42) 
28 
66.7 
42.4 
33.3 
14 
33.3 
77.8 
16.7 
Column total 66 
78.6 
IS 
21.4 
Corrected Chi Square = 5.72727 with 1 Degree of Freedom 
P = .0167 
Drugs and/or alcohol involvement was not significantly 
related to group membership among adolescents (see 
Table 22). Both groups of consumers of psychiatric 
evaluation reported a high frequency of involvement with 
drugs and/or alcohol (52.4% of the subsequently 
hospitalized, 38.1% of the non-hospitalized). 
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Table 26 
Crosstabulation of Hospitalized and Non-Hospitalized 
Adolescents by Alcohol and/or Drug Involvement 
Group 
Drug/alcohol 
Involvement 
No drug/alcohol 
Involvement 
Hospitalized 22 20 
adolescents 52.4 47.6 
(N=42) 57.9 43.5 
26.2 23.8 
Non-hospitalized 16 26 
adolescents 38.1 61.9 
(N=42) 42.1 56.5 
19.0 31.0 
Column total 38 46 
45.2 54.8 
Corrected Chi Sq. = 1.20137 with 1 Degree of Freedom 
P = .2730 
Since both groups of adolescents evaluated by the Mt. 
Tom Crisis Team were more than twice as likely than not to 
have participated in prior therapy, involvement in prior 
therapy did not significantly distinguish between groups 
using crosstabulation methods (see Table 23). Eighty- 
three percent of those hospitalized had participated in 
counseling as opposed to 71.4% in the non-hospitalized 
adolescent group. Later multiple regression analysis 
identified prior therapy as a distinguishing variable 
between adolescent groups. 
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Table 27 
Crosstabulation of Hospitalized and Non-Hospitalized 
Adolescents by Prior Therapy 
Current or No 
Group prior therapy therapy 
Hospitalized 35 7 
adolescents 83.3 16.7 
(N=42) 53.8 36.8 
41.7 8.3 
Non-hospitalized 30 12 
adolescents 71.4 28.6 
(N=42) 46.2 63.2 
35.7 14.3 
Column total 65 19 
77.4 22.6 
Corrected Chi Square 1.08826 with 1 Degree of Freedom 
P = .2969 
There is a very significant relationship between 
prior hospitalization and group membership (.000). Twice 
as many hospitalized adolescents had been pieviously 
hospitalized than had not (28 vs. 14) whereas among the 
non-hospitalized group, 81% had no previous hospitaliza¬ 
tions. The results of SPSS crosstabulation are presented 
in Table 24 ) . 
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Table 28 
Crosstabulation of Hospitalized and Non-Hospitali zed 
Adolescents by Prior Hospitalization 
Group 
Prior 
hospitalization 
No prior 
hosnitalization 
Hospitalized 28 14 
adolescents 66.7 33.3 
(N=42) 77.8 29.2 
33.3 16.7 
Non-hospitalized 8 34 
adolescents 19.0 81.0 
(N=42) 22.2 70.8 
9.5 40.5 
Column total 36 48 
42.9 57.1 
Corrected Chi Square = 17.54861 with 1 Degree of Freedom 
P = .0000 
Analyses of variance (ANOVA?s) were performed on data 
to determine significance of the continuous variables 
"Class" and "Premorbid Function." Class was shown to be 
non-significant in discriminating between hospitalized and 
non-hospitalized adolescents while premorbid function was 
significant. The hospitalized group displayed a poorer 
level of adaptive functioning in the past year than did 
its non-hospitalized contemporaries. Tables 25 and 26 
summarize results of the ANOVA’s. Table 26A provides a 
breakdown of premorbid function values for both groups. 
As can be seen, 83.3% of the hospitalized cases fell in 
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levels 5—8. Conversely, 83.3% of the cases fell in levels 
1-5 among the non-hospitalized. 
Table 29 
Analysis of Variance: Class by Group, 
Hospitalized vs. Non-Hospitalized Adolescents 
Source of Sum of Mean Sig. of 
Variat ion Squares D.F. Square F. 
Group 10.714 1 10.714 1.535 .219 
Residual 572.238 82 6.979 
Total 582.952 83 7.024 
Table 30A 
Analvsis of Variance: Premorbid Function by Group, 
Hospitalized vs. Non-Hospitalized Adolescents 
Source of Sum of Mean Sig. of 
Variat ion Squares D.F. Square F. 
Group 7.440 1 7.440 7.046 .010 
Residual 86.595 82 1.056 
Total 94.036 83 1.133 
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Table 30B 
Hospitalized vs. Non-Hospitali zed Adolescents: 
Premorbid Function 
Score 
Hospitalized 
Frequency 
1 
2 
3 
4 
5 
6 
7 
8 
0 
0 
2 
5 
19 
15 
1 
0 
N = 42 
M = 5.19 
83.3% of the cases fall in levels 5 through 8 
Non-Hospitalized 
Score Frequency 
1 
2 
3 
4 
5 
6 
7 
8 
0 
1 
8 
7 
19 
6 
0 
1 
N = 42 
Mean = 4.59 
61.9% of the 
83.3% of the 
cases fall in levels 5 through 8 
cases fall in levels 1 through 5 
79 
The variables "Diagnosis" and "Social Service 
Agency Involvement" required a more sophisticated analysis 
in order to determine their relative significance. A 
multiple linear regression model was chosen. In order to 
utilize this technique the independent variables must be 
measured on an interval (continuous) scale. Binary 
variables (2-choice) satisfy this requirement. Nominal 
variables such as Diagnosis and Social Service Agency 
Involvement were therefore recoded. The process, called 
"dummy coding" in which non-continuous variables are 
broken into many new or component binary variables was 
utilized. Therefore, from one variable, the researcher 
concludes with between 3-9 new variables, depending upon 
how many levels and people are either in it or not. 
All new variables created from the original by dummy 
coding were tested by category in the regression equation 
to determine significance. Social Service Agency 
Involvement did discriminate between hospitalized and 
non-hospitalized adolescents (R Square = .14724, F 
3.41013, Significance of F = .0126). Diagnosis was also 
shown to be a distinguishing variable (R Square = .30972, 
F = 3.68928, Significance of F. = .0007) between 
adolescent groups. 
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The percentages of cases from the two adolescent 
groups involved with the various social agencies is out¬ 
lined in Table 27. Both hospitalized and non- 
hospitalized adolescents tend to be evenly involved in 
D.S.S. and Drug/Alcohol Services. Major differences 
between groups are seen in D.Y.S./Court and D.M.H. 
involvement, with the hospitalized adolescents most likely 
to be known by the legal system as well as the 
Massachusetts Department of Mental Health. 
Table 31 
Distribution by Group of Social Service 
Agency Involvement 
D.S.S. 
D.Y.S./ 
courts 
Alcohol/Drug 
Services D.M.H. 
Ilospi talized 
adolescents 
N=42 
42.9% 26.2% 7.1% 33.3% 
Non- 
hospitalized 
adolescents 
N=42 
40.5% 19.0% 7.1% 9.5% 
Percentages do not add to 100% because more than one 
agency per client was possible. 
Diagnostic differences also emerged between 
hospitalized and non-hospitalized adolescents (see 
Table 28). Hospitalized adolescents were at least twice 
likely to carry diagnoses of organic, schizophrenic, 
as 
81 
and bipolar. Non-hospitalized adolescents were more 
likely to be classified has having substance abuse, 
adjustment or "other" disorders. Depression was slightly 
more prevalent in hospitalized adolescents. Percentages 
of anxiety and personality disorders remained constant 
over groups. (See Table 28 on next page). 
In summary, findings from the preliminary statistical 
analysis of data indicate that several independent 
variables significantly distinguish between hospitalized 
and non-hospitalized adolescents: 
--Presenting Problem 
—Availability of Insurance 
—Prior Hospitalization 
--Pre-morbid Function 
--Diagnosis 
—Social Service Agency Involvement 
When compared according to the independent variables 
selected for this study, hospitalized adolescents were 
more similar to hospitalized adults than to their non- 
hospitalized contemporaries. Only two variables 
statistically distinguished the two hospitalized groups 
in preliminary analysis; Prior Hospitalization and 
Social Service Agency Involvement. 
In both hospitalized groups males outnumbered 
females. This trend Was slightly more pronounced among 
82 
adolescents. Chi Square analysis (see Table 29) reveals, 
however, that distribution by sex is not a statistically 
significant distinguishing variable across group 
membership. 
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Table 33 
Frequency by Sex Among Hospitalized Adolescents 
and Hospitalized Adults 
Group Males Females 
Hospitalized 24 18 
adolescents 57.1 42.9 (N=42) 52.2 47.4 
28.6 21.4 
Hospitalized 22 20 
adults 52.4 47.6 
(N=42'> 47.8 52.6 
26.2 23.8 
Column total 46 38 
54.8 45.2 
Corrected Chi Square = .04805 with 1 Degree of Freedom 
P = .8265 
Referral source by group membership is not significant 
at the .05 level. Both hospitalized adolescents and adults 
are most commonly referred for psychiatric evaluation by 
hospitals and/or doctors (35.7% and 42.9%) respectively. 
Social service agencies also refer substantially (33.3% 
and 40.5% respectively). As might have been expected, 
more adolescents than adults were referred by family or 
friend. Self referrals and police/court referrals were 
approximately the same in frequency between groups. As 
Table 30 indicates, no significant relationship exists 
between referral source and group membership. 
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Both hospitalized adolescents and hospitalized adults 
present with a similar pattern of symptoms (Presenting 
Problem). Suicidal and bizarre behavior constitute the 
majority of presenting problems (76.2% adolescents, 78.6% 
adults) in both groups with adolescents slightly more 
likely to be suicidal and adults slightly more likely to 
be bizarre. Since the groups are so similar it is not 
surprising that "presenting problem" is not a 
distinguishing variable across group membership (see 
Table 31). 
Although no significant relationship exists between 
"Race" and group membership, fewer non-whites were found 
in the hospitalized adult sample (2.4%) than in the sample 
of hospitalized adolescents (16.7%). This finding may 
reflect a demographic trend in the Holyoke/Chicopee DHM 
catchment area in which there has been a relatively 
recent influx of Hispanic individuals, the bulk of whom 
are under 30 years of age. Table 32 presents cross¬ 
tabulation information regarding "Race" as a discriminating 
variable. It should be noted that at P = .0631 "Race" 
is very close to being statistically significant. 
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Table 35 
Crosstabulation of Hospitalized Adolescents 
and Hospitalized Adults by Presenting Problem 
Group 
Suicide 
Threat/ 
Attenpt 
Bizarre 
Behavior 
Assaultive 
or 
Threatening 
Other 
(Anxiety) 
Depression 
Sub. Abuse) 
Hospitalized 17 15 6 4 
Adolescents 40.5 35.7 14.3 9.5 
(N=42) 53.1 45.5 42.9 80.0 
20.2 17.9 7.1 4.8 
Hospitalized 15 18 8 1 
Adults 35.7 42.9 19.0 2.4 
(N=42) 46.9 54.5 57.1 20.0 
17.9 21.4 9.5 1.2 
Column Total 32 33 14 5 
38.1 39.3 16.7 6.0 
Raw Chi Square = 2.48344 with 3 Degrees of Freedom 
P = .4783 
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Table 36 
Crosstabulation of Hospitalized Adolescents 
and Hospitalized Adults by Race 
Group White Non-white 
Hospitalized 35 7 
adolescents 83.3 16.7 
(N=42) 46.1 87.5 
41.7 8.3 
Hospitalized 41 1 
adults 97.6 2.4 
(N=42) 53.9 12.5 
48.8 1.2 
Column Total 76 8 
90.5 9.5 
Corrected Chi Square = 3.45395 with 1 Degree of Freedom 
P = .0631 
Both groups showed a similar trend in insurance 
availability. Most hospitalized adolescents and adults 
had medical insurance that would cover psychiatric 
hospitalization (90.5% adolescents; 83.3% adults). The 
slightly greater number of uninsured yet hospitalized 
adults may be explained by their greater access to 
Northampton State Hospital admission which does not 
require hospital insurance. Northampton State Hospital 
is court mandated to make all efforts not to admit 
children under 22, especially those without high school 
or GED. The similarity across groups regarding diploma 
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insurance availability (shown in Table 33) resulted in 
the variable not being found significant at the .05 level. 
Table 37 
Crosstabulation of Hospitalized Adolescents and 
Hospitalized Adults by Insurance Availability 
Grout) Insurance No Insurance 
Hospitalized 38 4 
adolescents 90.5 9.5 
(N=42) 52.1 36.4 
45.2 4.8 
Hospitalized 35 7 
adults 83.3 16.7 
(N=42) 47.9 63.6 
41.7 8.3 
Column Total 73 11 
86.9 13.1 
Corrected Chi Square = .41843 with 1 Degree of Freedom 
P = .5177 
Fifty-two point four percent of the psychiatrically 
hospitalized adolescents reported involvement with drugs 
or alcohol. Slightly fewer (45.2%) of the hospitalized 
adults reported a similar pattern. Chi Square results 
(Table 34) indicated that drug/alcohol involvement does 
not statistically distinguish between group membership 
(P. = .6624). Interestingly, multiple regression 
analysis (conducted at a later point), yielded very 
Utilizing a regression format, drug different results. 
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and/or alcohol involvement was a significant factor 
distinguishing between groups (P. of f. = .0361) with a 
percentage of the variance in the dependent variable 
(group membership) explained by this independent variable. 
Hospitalized adolescents were statistically found (by 
regression technique) more likely to be involved with 
substances. Table 34 shows crosstabulation results. 
Regression data are presented in the next section of this 
text. The high frequency of substance involvement in 
all psychiatrically evaluated groups (even non- 
hospitalized adolescents had a 31.8% frequency) is 
noteworthy and should be considered when planning 
comprehensive treatment services. 
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Table 38 
Crosstabulation of Groups by Substance Involvement: 
Hospitalized Adolescents & Hospitalized Adults 
Group 
Substance 
Involvement 
No Substance 
Involvement 
Hospitalized 22 20 
Adolescents 52.4 47.6 
(N=42) 53.7 46.5 
26.2 23.8 
Hospitalized 19 23 
Adults 45.2 54.8 
(N-42) 46.3 53.5 
22.6 27.4 
Column Total 41 43 
48.8 51.2 
Corrected Chi Square = .19058 with 1 Degree of Freedom 
P. = .6624 
Involvement in prior therapy did not statistically 
distinguish between groups (P. = .5177). Both groups 
had high participation frequencies, hospitalized 
adolescents 83.3%, hospitalized adults 90.5%. Cross¬ 
tabulation results are presented in Table 35. In this 
study, hospitalized clients appear to be well-acquainted 
with the therapeutic community. Degree of involvement 
and commitment to a therapeutic relationship was not 
measured however. 
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Table 39 
Crosstabulation of Hospitalized Adolescents and 
Hospitalized Adults by Prior Therapy Involvement 
Prior No Prior 
Group Therapy Therapy 
Hospitalized 35 7 
adolescents 83.3 16.7 
(N=42) 47.9 63.6 
41.7 8.3 
Hospitalized 38 4 
adults 90.5 9.5 
(N=42) 52.1 36.4 
45.2 4.8 
Column Total 73 11 
86.9 13.1 
Corrected Chi Square — .41843 with 1 Degree of Freedom 
P. = .5177 
The majority of cases in both groups had been 
previously hospitalized. This trend was far stronger 
among the adult group in which only 9.5% had had no 
previous hospitalization as compared to 33.3% of the 
adolescent group. So pronounced was this trend towards 
previous hospitalization in adults that a statistical 
significance between groups resulted (see Table 36). 
This significance (.0167) should be viewed with some 
caution since the adults might be expected to have a 
higher prior hospitalization rate owing to the fact that 
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they had simply been alive (and therefore available for 
hospitalization) for so much longer! 
Table 40 
Crosstabulation of Hospitalized Adolescents 
and Hospitalized Adults by Prior Hospitalization 
' 
Prior No Prior 
Group Hospitalization Hospitalization 
Hospitalized 28 14 
adolescents 66.7 33.3 
(N=42 ) 42.4 77.8 
33.3 16.7 
Hospitalized 38 A X 
adults 90.5 9.5 
(N=42) 57.6 22.2 
45.2 4.8 
Column Total 66 18 
78.6 21.4 
Corrected Chi Square = 5.72727 with 1 Degree of Freedom 
P. = .0167 
Hospitalized adolescents and adults were compared 
with respect to "Class" and "Premorbid Function using 
ANOVA analysis of variance techniques. Both variables 
were found to be non-significant in discriminating 
between groups. Results of the ANOVAs are summarized in 
Tables 37 and 38. A breakdown of premorbid function 
values for the adult group is provided in Table 38. 
Thirty-six, or 85.7% of the adult oases fell in levels 
5-8, ("poor" to "grossly impaired"). This corresponds 
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closely to the 35 hospitalized adolescent cases (83.3%) 
which fell in the same range of premorbid functioning 
(Table 26A). 
Table 41 
Analysis of Variance: Class by Group, 
Hospitalized Adolescents vs. Hospitalized Adults 
Source of 
Variation 
Sum of 
Squares D.F. 
Mean 
Square F. 
Sig. of 
F 
Group 12.964 1 12.964 1.646 .203 
Residual 646.024 82 7.878 
Total 658.988 83 7.940 
Table 42A 
Analysis of Variance: Premorbid Function 
Hospitalized Adolescents vs. Hospitalized 
by Group, 
Adults 
Source 
Variation 
Sum of 
Squares D.F. 
Mean 
Square F. 
Sig. of 
F 
Group 
Residual 
.429 1 .429 .551 .460 
63.810 82 .788 
64.238 83 . 774 Total 
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Table 42B 
Hospitalized Adults: Premorbid Function 
Score 
1 
2 
3 
4 
5 
6 
7 
8 
Frequency 
0 
0 
3 
3 
13 
23 
0 
0 
N = 42 
Mean = 5.33 
85.7% of the cases fall in levels 5-8 
Multiple regression analysis, utilizing dummy coding 
for the variables "Social Service Agency Involvement" 
and "Diagnosis" revealed that diagnosis was not a 
significant variable (R Square = .13899 F. = 1.32728; 
D.F. = 9, 74; Significance of F. = .2377) but social 
agency involvement was (R Square = .25070; F. = 6.60786; 
D#F. = 4f 79; Significance of F. = .0001). Since 
diagnosis was not significant (meaning that hospitalized 
adults and adolescents are similar in diagnoses) no 
further breakdown was run. The percentages of cases from 
the two hospitalized groups involved with the various 
social services agencies is outlined in Table 39. As 
evident from the table, hospitalized adolescents tended 
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to be involved with D.S.S. and courts more often than 
adults. 42.9% of the hospitalized adolescents were known 
to D.S.S. Adults were more likely to be involved with 
alcohol/drug services and the Massachusetts Department of 
Mental Health. 
Table 43 
Distribution of Hospitalized Adolescents and Hospitalized 
Adults by Social Service Agency Involvement 
D.S.S. D.Y.S./ 
Court 
Alcohol/ 
Drug 
Services D.M.H. 
Hospitalized 
adolescents 
(N=42) 
42.9% 26.2% 7.1% 33.3% 
Hospitalized 
adults 
(N=42) 
2.4% 7.1% 9.5% 59.5% 
Percentages will not add to 100% because more than one 
agency per client was possible, as well as no involvement. 
Preliminary individual analyses of all independent 
variables using frequencies, chi square, Anova and 
regression techniques indicated that hospitalized 
adolescents could be distinguished from their non- 
hospitalized counterparts on the basis of six 
statistically significant variables: presenting problem, 
availability of insurance, prior hospitalization, 
premorbid function, social service agency involvement and 
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type of diagnosis. Hospitalized adolescents, on the 
other hand, were not so readily distinguished from the 
adult comparison group, from which they differed 
significantly on only two independent variables; prior 
hospitalization and social service agency involvement. 
Tests of the Research Hypotheses 
Hypothesis I 
One can predict whether or not an adolescent who is 
evaluated will be hospitalized on the basis of the 
following variables and, furthermore, the relative 
predictive strength of each variable can be determined. 
—Presenting Problem 
—Referral Source 
—Availability of Insurance 
--Drug/Alcohol Involvement 
—Prior Therapy 
—Prior Hospitalization 
--Diagnosis 
—Social Service Agency Involvement 
—Premorbid Function 
Hypothesis II 
There are differences between hospitalized 
adolescents and hospitalized adults on the above variables 
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and the relative strength of each variable in predicting 
group membership can be determined. 
Addressing the research hypothesis, earlier 
techniques identified variables able to significantly 
discriminate between groups. In order to not only predict 
group membership but also to assign relative importance 
to significant variables, multiple regression analyses 
were performed on data. This general linear model was 
chosen over Discriminant or Manova because of the way 
(i.e., categorical and continuous) independent variables 
were measured in this study. Since this study had both 
discrete and continuous factors,Discriminant and Manova 
methods were not appropriate. 
Once the method of analysis was determined, the 
specific discriminant variables or regressors to be 
included in the prediction equation were chosen. 
Demographic factors such as age, race, social class, and 
sex were left out: sex because numbers were equally 
distributed and age because it was not important. Race 
was omitted from the regression equation partly because 
there were so few non-whites, making meaningful 
comparisons difficult. Race and social class were not 
appropriate in the regression equation since they are the 
type of variables that could be influenced by chance or 
the nature of the population in the Holyoke-Chicopee 
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catchment area. In other words, this research could not 
be certain that the population from which these samples 
were drawn was representative of the demographic 
distribution existing in the population at large. A final 
regression sequence including social class was performed 
as an addendum. Results, which were essentially 
unchanged, are presented in the final section of this 
chapter. 
The research hypotheses each ask two questions: Can 
one group be differentiated from another by configurations 
of values for chosen factors? and, in this group of 
variables, which most significantly contribute to pre¬ 
diction of group membership? One of the desired end 
products of multiple regression analysis is identification 
of the strongest predictor variables; what factors 
discriminate between groups over and above the others? 
Regression results can therefore simplify later data 
collection by narrowing down the number of variables 
needed. Results may indicate that only a subset of the 
original variables are needed to obtain maximum 
prediction power. 
In a multiple regression analysis, a significant 
regression coefficient (BETA) means that the variable 
contributed to the prediction of the dependent variable 
over and above the other variables in the equation. 
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Therefore, of all the data collected, these variables are 
the ones that are significant when you take into account 
all the others. Typically, researchers can assign 
relative predictive importance to variables based on the 
absolute value of BETA. Because dummy coding broke several 
variables into subcategories, BETA values carry less 
meaning in the present study. (BETA tables are shown in 
Appendix B: Statistical Tables). These sub-categories 
are combined in the F Tables, however, and it is from 
these tables that this present research drew its results. 
"F" is a test of BETA; the larger the F score the 
stronger the effect of the variable. F’s tell whether or 
not the BETA’S are significantly different from zero. 
Significance of F indicates the relative significance of 
that variable in predicting group membership. 
To further test Hypothesis I adolescent data were 
analyzed by multiple regression techniques. The 
regression equation was able to discriminate between 
groups of hospitalized and non-hospitalized adolescents 
and the regressors (independent variables) together 
explained 53.89% of the variance in the dependent 
variable, group membership (see Table 40). The random 
order in which independent variables were entered into 
the regression equations can be found listed in 
Appendix B. The order in which regressors occur can 
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sometimes influence the size of the various regression 
coefficients, particularly among related variables. 
Table 44 
Multiple Regression Results, Hospitalized vs. 
Non-Hospitalized Adolescents 
Multiple R .73409 
R Square .53890 
Analysis of Variance: 
DF Sum of Squares Mean Square 
Regression 26 
Residual 57 
45.26720 
38.73280 
1.74105 
.67959 
F = 2.56216 
Significance of F = .0016 
In Table 41, the F-Table, are shown levels of 
significance for each variable in the regression equation. 
As the figures indicate, four variables (type of 
diagnosis, prior hospitalization, prior therapy and 
availability of insurance) contributed to prediction over 
and above the others whereas presenting problem, referral 
source, drug/alcohol involvement, premorbid function and 
social service agency involvement did not. Relative 
importance of factors contributing above all others may 
be assigned thusly: 
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Rank Order 1. Prior Hospitalization 
2. Insurance Availability 
3. Prior Therapy 
4. Diagnosis 
Rank can only be assigned to those variables found 
significant in the regression equation. 
Table 45 
Multiple Regression Results, 
F Table: Hospitalized vs. Non-Hospitalized Adolescents 
DF 
Sum of 
Squares 
R Square 
Change 
3 3.57592 .04257 
5 2.21673 .02639 
1 4.08900 .04868 
1 .04627 .00055 
1 3.04832 .03629 
1 4.71060 .05608 
9 12.84445 .15291 
4 .95735 .01140 
1 .44132 .00525 
26 45.26720 
57 38.73280 
83 84.00000 
F 
Sig of 
F Variable 
1.75413 . 1662 Presenting 
Problem 
.65244 .6608 Referral 
Source 
6.01745 .0172* Insurance 
Availabil¬ 
ity 
.06809 .7951 Substance 
Involvement 
4.48597 .0385* Prior 
Therapy 
6.93222 .0109* Prior 
Hospitali¬ 
zation 
2.10024 .0444* Diagnosis 
.35221 .8414 Social Ser. 
Agency In¬ 
volvement 
.64946 .4237 Premorbid 
Function 
2.56216 .0016 Regression 
Residual 
Total 
♦Significance at .05 level 
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To further test Hypothesis II, data from 
hospitalized adolescents and adults were analyzed by 
regression technique. The regression equation discrimin¬ 
ated between the two hospitalized groups and the 
independent variables together explained 51.0% of the 
variance in the dependent variable, group membership (see 
Table 42). BETA tables and variable entry sequence can 
be found in Appendix B. 
Table 46 
Multiple Regression Results, Hospitalized 
Adolescents vs. Hospitalized Adults 
Multiple R. .71419 
R Square .51007 
Analysis of Variance: 
Regression 
Residual 
DF Sum of Square Mean Square 
26 42.84580 1.64792 
57 41.15420 .72200 
F = 2.28242 
Significance of F. = .0046 
Table 43, the F-Table, shows levels of significance 
for each variable in this regression equation. As shown 
in Table 43, two variables, social service agency involve¬ 
ment and substance involvement significantly 
differentiate the two rroups. The remaining variables did 
not contribute to prediction over and above all others. 
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Table 47 
F-Table: Hospitalized Adolescents vs. 
Hospitalized Adults 
Sum of R Square Sig of 
DF Squares Change F F Variable 
3 1.081-68 .01288 .49939 .6842 Presenting 
Problem 
5 7.26572 .08650 2.01265 .0905 Referral 
Sou rce 
1 .06178 .00074 .08556 . 7710 Insurance 
Availability 
1 3.32648 .03960 4.60729 .0361* Drue:/ Alcohol 
Involvement 
1 .00305 .00004 .00422 . 9484 Prior 
Therapy 
1 1.55647 .01853 2.15577 . 1475 Prior 
Ho spitalization 
9 4.48726 .05342 .69056 .7144 Diagnosis 
4 ]7.43479 .20756 6.03695 .0004* Social Service 
Agency Involvement 
1 .09759 .00116 .13517 .7145 Premorbid 
Function 
26 42.84580 2.28242 .0048 Regression 
57 41.15420 Residual 
83 84.00000 Total 
♦Significant at .05 level 
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Relative importance (rank order) of these two factors may 
be assigned thusly: 
#1 Social service agency involvement 
#2 Substance involvement 
In conclusion, the current regression analyses were 
largely in keeping with previous individual tests of 
significance with two noted exceptions: Prior therapy 
tested as significant in discriminating between 
hospitalized and non-hospitali zed adolescents with 
hospitalized adolescents more likely to have experienced 
prior therapy. Drug involvement tested significant as a 
factor distinguishing between hospitalized adolescents 
and hospitalized adults. Results of both individual 
tests of significance and regression rank-ordering are 
shown and related to their respective hypothesis in 
Tables 44 and 45. 
Additional Analysis of the Data 
In order for the prediction equations described 
earlier to be representative of the population at large, 
demographic variables (i.e., age, race, class and sex) 
which might have been unique to the Holyoke-Chicopee area 
were omitted. Three of these variables continued to be 
inappropriate for analysis; sex because numbers were 
evenly distributed; age was already accounted for in 
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Table 48 
Hospitalized vs. Non-Hospitalized Adolescents 
Hypothesis I: 
The following variables were shown to distinguish 
between evaluated adolescents who were hospitalized 
and those who were not. Furthermore, the relative 
predictive strength of several of the factors could 
be determined and those independent variables were 
thusly rank-ordered. 
Independent Variable 
Presenting Problem 
#1 Prior 
Hospitalization 
7^2 Insurance 
Availability 
#3 Prior Therapy 
*4 Diagnoses 
Social Service 
Agency Involvement 
Premorbid Function 
Tests of Significance 
Crosstabs/Chi Square P. = .0167 
Crosstabs/Chi Square D. = .0000 
Multiple Regression Analysis 
Significance of F. = .0109 
Crosstabs/Chi Square P. = .0167 
Multiple Regression Analysis 
Significance of F. = .0172 
Multiple Regression Analysis 
Significance of F. = .0385 
Individual regression equation, 
Significance of F. = .0007 
Multiple Reg. Analysis, 
Significance of F. = .0444 
Individual regression equation, 
Significance of F. = .0172 
ANOVA Significance of F. = .010 
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Table 49 
Hospitalized Adolescents vs. Hospitalized Adults 
Hypothesis 11: 
The following 3 variables were shown to distinguish 
between hospitalized adolescents and hospitalized 
adults. Furthermore, the relative predictive 
strength of two of the factors could be determined 
and those independent variables were thusly rank 
ordered. The remaining variable was ranked third 
by default. 
Independent Variable Test of Significance 
#1 Social Service 
Agency Involvement 
Individual regression equation, 
Significance of F. = .0001 
Multiple regression analysis 
Significance of F. = .0004 
#2 Substance 
Involvement 
Multiple regression analysis 
Significance of F. = .0361 
#3 Prior 
Hospitalization 
Crosstabs/Chi Square 
P. = .0167 
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group assignment, and race because there were so few 
non-whites that meaningful comparison would be difficult. 
A final regression sequence was performed using, in 
addition to all previous variables, social class. The 
results of these multiple regression analyses were 
essentially unremarkable. Class was not a significant 
variable in distinguishing between either of the two 
comparison groups. In comparing hospitalized adolescents 
to hospitalized adults putting "class" into the regression 
equation resulted in ’’referral source" no longer being 
as close to significant. 
Levels of significance for each variable in the 
final regression equation, using data from hospitalized 
and non-hospitalized adolescents are shown in Table 46, 
the F-table. As indicated the same four variables 
(prior hospitalization, insurance availability, prior 
therapy and diagnosis) in the same relative order 
contributed to prediction over and above all others. 
Values for F and Significance of F were somewhat 
different however. 
Corresponding information for the two hospitalized 
groups is presented in Table 47. Relative order in terms 
of predictive power of significant variables remains the 
same. 
109 
Table 50 
F-Table: Hospitalized vs. 
Non-Hospitalized Adolescents 
R Square Sig of 
DF Squares Change F F Variable 
3 3.54316 .04218 1.70761 .1759 Presenting 
Problem 
5 2.17662 .02591 .62941 .6780 Referral 
Source 
1 3.84273 .04575 5.55597 .0219* Insurance 
Availabi1ity 
1 .04714 .00056 .06815 .7950 Substance 
Involvement 
1 3.01679 .03591 4.36179 .0413* Prior 
Therapy 
1 4.70957 .05607 6.80928 .0116* Prior 
Hospitalization 
9 12.78581 .15221 2.05402 .0498* Diagnosis 
4 .88935 .01059 .32146 .8624 Social Agency 
Involvement 
1 .44177 .00526 .63873 .4275 Premorbid 
Function 
1 .00094 .00001 .00136 .9797 Class 
27 45.26815 2.42409 .0026 Regression 
56 38.73185 Residual 
83 84.00000 Total 
♦Significant at .05 level 
Multiple R. .73410 
R Square_. 53391____— 
Analysis of Variance 
DF Sum of Squares 
Regression 27 45.26815 
Residual 56 38.73185 
F = 2.42409 
Significance of F = . 
Mean Square 
1.67660 
.69164 
0026 
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Table 51 
'p'-Table : Hospitalized Adolescents vs. 
Hospitalized Adults 
)F 
Sum of 
Squares 
R Square 
Change 
Sig of 
F F Variable 
3 1.18820 .01415 .54897 .6509 Presenting 
5 4.61659 .05496 1.27977 .2856 
Problem 
Referral 
1 .05392 .00064 .07473 .7856 
Source 
Insurance 
1 3.49794 .04164 4.84835 .0313* 
Availability 
Substance 
1 .02246 .00027 .03113 .8606 
Availability 
Prior 
1 1.45610 .01733 2.01824 . 1610 
Therapy 
Prior 
9 4.72893 .05630 .72829 .6811 
Hospitalization 
Diagnosis 
4 17.93133 .21347 6.21347 .0003* SSA 
1 . 14165 .00169 .19633 .6594 
Involvement 
Premorbid 
1 .75188 .00895 1„04215 .3117 
Function 
Class 
27 43.59768 2.23811 .0055 
Regression 
56 40.40232 
83 84.00000 
♦Statistically significant at .05 level 
Resi dual 
Total 
Multiple R. .72043 
R Square .51902 
Analysis of Variance 
Regression 
Residual 
DF Sum of Squares 
27 43.59768 
56 40.40232 
F = 2.23811 
Si orni f icance of F = .0055 
Mean Square 
1761473 
.72147 
CHAPTER V 
DISCUSSION 
In this chapter the overall results of this study in 
response to the research hypotheses formulated at the 
outset of the investigation are reported. Following a 
general summary of the results, findings are compared with 
those of past research. Implications and limitations for 
practice as well as suggestions for future research are 
offered. 
Summary 
Overview 
The purpose of this study was to determine and rank 
order factors which statistically predict adolescent 
inpatient psychiatric treatment and to differentiate those 
from comparison groups of non-hospitalized adolescents 
and adult psychiatric hospital consumers. An ex post facto 
linear anaylsis was proposed and implemented for the 
purpose of this study. 
Preliminary individual analyses of all independent 
variables using frequencies, chi square, anova and re¬ 
gression techniques indicated that hospitalized adolescents 
could be distinguished from their non-hospitalized 
contemporaries on the basis of six statistically 
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significant variables: presenting problem, availability of 
insurance, prior hospitalization, premorbid functioning, 
social service agency involvement and diagnosis. When all 
variables were entered into the regression equation 
simultaneously, four variables were found to contribute to 
prediction (53.89 percent of the variance) over and above 
all others. Relative importance to prediction (rank 
order) was assigned thusly: 1. prior hospitalization, 
2. insurance availability, 3. prior therapy, 
4. diagnosis. 
Hospitalized adolescents, on the other hand, were not 
so readily distinguished from the adult comparison group 
with whom they differed significantly on only two 
independent variables upon preliminary individual analysis: 
prior hospitalization and social service agency involve¬ 
ment. The regression equation discriminated between the 
two hospitalized groups and the independent variables 
taken together explained 51 percent of the variance in the 
dependent variable. Two rank-ordered variables, 1. social 
service agency involvement and 2. substance involvement, 
were found to contribute to prediction over and above 
all others. 
Similarities Between Adolescent Groups: 
When one compares the two adolescent groups, 
interesting similarities as well as differences emerge. 
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Areas of similarity include gender, referral source, race, 
class and substance (alcohol and drug) involvement. 
Males and females were fairly evenly distributed in 
each group. Among hospitalized adolescents there were 
slightly more females. However, these differences were 
quite small and not statistically significant. Similarly, 
fewer non-whites were found in the hospitalized group but 
the difference was not significant. Class was also found 
to be constant between groups with the majority (53.2 per¬ 
cent) of the total cases coming from the poorest socio¬ 
economic strata. 
Referral source by group membership was also not 
significant at the .05 level. In both groups, 65 percent 
of the referrals came from hospitals/doctors and social 
service agencies. Likewise, both adolescent groups of 
consumers of emergency psychiatric evaluation reported a 
high frequency of involvement with drugs and alcohol. 
Over half of those hospitalized and over a third of those 
non-hospitalized reported substance usage beyond experi¬ 
mental or occasional "recreation" levels. These figures 
are noteworthy and suggest that large numbers of 
psychologically impaired adolescents may warrant dual 
diagnosis (i.e. psychiatric and chemical). Service 
planning should take into consideration these possible 
treatment needs. 
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D^~f-^erences Between Adolescent Groups: 
The strongest single predictor of whether or not a 
psychiatrically evaluated adolescent would be hospitalized 
was a history of prior hospitalization. Sixty seven 
percent of the hospitalized adolescents had previously 
received inpatient treatment as compared to only 19 percent 
in the non-hospitalized group. Availability of medical 
insurance, (relatedly perhaps), also demonstrated 
considerable predictive strength. Over 90 percent of the 
evaluated adolescents, subsequently hospitalized, had 
insurance coverage. In contrast, only 66 percent of the 
non-hospitalized group had insurance. The possibility 
that a record of prior hospitalization and/or insurance 
coverage may influence the decision to admit (apart from 
clinical need) will be discussed later. 
Hospitalized adolescents were more likely to have 
participated in current or prior therapy than their non- 
hospitalized peers, although both groups had high 
counseling rates (83.3 percent and 71.4 percent 
respectively). 
Hospitalized adolescents were at least twice as 
likely to carry diagnoses of organic, schizophrenic and 
bipolar. The non-hospitalized group was more likely to 
have been classified as having substance abuse, adjustment 
or "other" disorders. Depression was slightly more 
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prevalent in hospitalized adolescents. Percentages of 
anxiety and personality disorders remained constant over 
groups. 
Closely related to diagnosis was presenting problem, 
which also served to distinguish between groups. While 
suicidal threat or attempt was the most common presenting 
problem aroong all adolescents, the non-hospitalized group 
more often presented with this problem. Hospitalized 
adolescents tended to have presented as bizarre, 
assaultive or threatening. 
Hospitalized adolescents also differed in social 
service agency involvement. While both groups tended to 
be evenly involved in DSS and Drug/Alcohol Services, 
hospitalized youth are more likely than non-hospitalized 
to be known by the legal system and the Department of 
Mental Health. DMH connection is not surprising, however, 
since hospitalized adolescents tend to have been 
hospitalized in the past. 
Highest level of adaptive functioning in the past 
year or "premorbid function" revealed marked differences 
between adolescent groups. Eighty three point three 
percent of the hospitalized cases fall between poor to 
grossly impaired in functioning while the same percentage 
of non-hospitalized cases fall between very good to 
poor. 
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Similarities Between Hospitalized Groups 
On the basis of the independent variables investigated 
by this study, hospitalized adolescents were found to be 
more similar to hospitalized adults than to non- 
hospitalized peers. In both groups males outnumbered 
females slightly, and whites outnumbered non-whites by a 
wide margin. Referral for psychiatric evaluation most 
commonly came from hospitals/doctors and social service 
agencies. Clients typically presented with a similar 
pattern of symptoms; with suicidal and bizarre behavior 
constituting the majority of problems. Both groups showed 
a similar trend in insurance availability and were both 
quite familiar with counseling (prior or current therapy). 
The majority of hospitalized cases, both adolescent 
and adult, had been previously hospitalized. So pro¬ 
nounced was the trend among adults that a statistical 
significance between groups resulted. This is a somewhat 
artificial or inflated discrimination, however, since 
adults have quite simply been alive a longer time in 
which to be hospitalized. 
Class was also found to be constant between groups 
with the lower SES overrepresented in the total sample. 
In both hospitalized groups affective disorder: depression 
was the most commonly occuring diagnosis with 
schizophrenia second. Affective: bipolar and personality 
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disorder were seen as third and fourth, occuring in 
approximately the same amounts in both groups. 
Neither hospitalized adolescents nor hospitalized 
adults had functioned very well in the past year. Eighty 
six percent of the adult and 83.3 percent of the adolescent 
cases fell between "poor" to "grossly impaired" in 
adaptive functioning. Typically, individuals who function 
at these levels need comprehensive assistance to manage 
their lives. Implications of this will be discussed in a 
later section. 
Differences Between Hospitalized Groups: 
Chi square contingency analysis revealed that 
adolescents and adults differed significantly in terms of 
prior hospitalization. Regression analysis discriminated 
between both hospitalized groups on the basis of social 
service agency and substance involvement. In all three 
cases, however, these differences can be reframed in 
ways that show underlying similarities. 
As noted earlier, the trend towards higher percentages 
of prior hospitalization in adults is not a surprising one. 
In both groups the majority of cases (66.7 percent 
adolescents, 90.5 percent adults) had experienced previous 
inpatient psychiatric treatment. According to frequency 
data, adolescents requiring psychiatric evaluation and 
subsequent disposition tended to be clumped in 
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disproportionally high levels at or above age 17. Below 
this age hospitalization was increasingly unlikely. While 
most adolescents in this study had been in "hospital-age- 
range" for, at best, 10 years, adults had been available 
2 to 3 times as long (20-30 years). 
Adolescents were most commonly involved with DSS 
(42.9 percent) while adults were most often DMH (59.5 
percent) connected. Additionally, 33.3 percent of the 
adolescents had DMH affiliation as contrasted to 2.4 percent 
DSS involvement among adults. While it appears that one 
group's set of values is at opposite extremes to the 
other's, the role of both DSS and DMH must be considered. 
Both agencies serve similar functions; each offering case 
management, community placement and treatment planning. 
As noted earlier, 83-85 percent of the hospitalized 
population in this study functioned at a level deemed 
"poor" to "grossly imparied" by DSM-III standards. Such 
individuals tend to need support services in order to 
manage their lives. Both DSS and DMH seem to serve 
this common need. 
When one combines the DSS and DMH categories and 
corrects for overlap (i.e. being counted twice) the social 
service agency involvement values are remarkably similar 
for both hospitalized adolescents and adults: 
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Hospitalized Adolescents Hospitalized Adults 
42.9% DSS involved 
+33.3% DMH involved 
76.2% uncorrected total 
-21.4% less cases with overlap 
 (9 cases were both 
DSS and DMH) 
54.8% adjusted DMH/DSS total 
59.5% DMH involved 
+ 2.4% DSS involved 
61.9% uncorrected total 
- 2.4% less 1 case with 
 DSS/DMH overlap 
59.5% adjusted DMH/DSS 
total 
Interestingly, while the two hospitalized groups had 
a majority of cases with DMH/DSS involvement, the non- 
hospitalized adolescent group had a minority: 
Non-Hospitalized Adolescents 
40.5% DSS involved 
+ 9.5% DMH involved 
50.0%) uncorrected total 
-12.0% less cases with overlap 
(5 cases were both DMH and DSS involved) 
38.0% adjusted DMH/DSS total 
Drug involvement tested significant as a factor 
distinguishing between hospitalized groups using multiple 
regression, but not crosstabulation technique. Fifty two 
percent of the psychiatrically hospitalized adolescents 
reported involvement with drugs or alcohol. Slightly 
fewer (45.2 percent) of the hospitalized adults reported 
a similar pattern. A much wider discrepancy existed 
between hospitalized and non-hospitalized adolescents 
(52.4 percent vs. 31.8 percent respectively) yet due to 
the number of significant regressors in the adolescent 
regression equation, substance involvement exerted less 
predictive power (and was in fact found non-significant). 
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A final factor should also be noted when discussing 
substance involvement data: excessive alcohol usage is 
more socially tolerated among adults than among adolescents 
for whom alcohol comsumption is illegal. This situation 
may have led to alcohol under-reporting for adults and 
overreporting for teens. Clearly, both hospitalized groups 
are much more alike in their substance involvement than 
are the two adolescent comparison groups. 
Results in Relationship to Previous Research 
The need to understand the relationship between 
demographics, sociocultural factors and psychopathology in 
order to reduce the magnitude of psychiatric inpatient 
admissions has enjoyed much press. A number of the 
variables which were investigated by this present study 
have been cited as significant by earlier research 
literature and statistical reports. 
In 1981 a Blue Ribbon Commission funded by the 
Massachusetts Department of Mental Health concluded that 
the demand for "utilization of restrictive or extended 
care" resulted from a community's inability to provide 
timely intervention services to individuals in certain 
"high risk groups," before emotional problems developed. 
Identified by the Commission as a group at high risk of 
becoming mentally ill were abused children. 
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Knitzer, (1984), writing for the National Children's 
Defense Fund, argued for more empirical research stating 
that statistical reports, clinical experience and 
litigation pointed to certain particularly vulnerable 
populations: children with prior psychiatric history, 
children under protective or juvenile justice care and 
children from poor, disorganized or substance abusing 
families. Bedi (1983) also proposed a link between poverty 
and psychiatric admissions. Dr. Ira Lourie (1986), 
spokesperson for the NIMH, proposed that children often 
end up in psychiatric hospitals because that is the service 
for which insurance will pay. 
The results of the present study provide research 
support for the positions cited above. Prior hospitaliza¬ 
tion, insurance availability, social service agency 
involvement (most notably DSS), and prior therapy were 
shown to distinguish between evaluated adolescents who 
were hospitalized and those who were not. Therefore, the 
adolescent at greatest statistical risk of hospitalization 
was most likely to have: a history of prior therapy and 
hospitalization, medical insurance that covered psychiatric 
treatment and affiliation with protective (DSS) and/or 
juvenile justice services (DYS). 
Although non-significant, a wide discrepancy existed 
between hospitalized and non-hospitalized adolescents with 
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regard to substance involvement (52.4 percent vs. 31.8 
percent respectively). High teenage usage may be related 
to a family pattern of substance abuse. Also noteworthy 
is the fact that a majority (53.2 percent) of cases seen 
for psychiatric evaluation came from the lower socio¬ 
economic classes. This level, is characterized by 
Mercer & Lewis (1977) as "unemployed, on welfare, public 
disability pension, social security." 
Early researchers (Faris and Dunham, 1934; 
Hollingshead and Redlich, 1958) as well as Bloom (1975) 
and Bedi (1983) found differences in distribution of 
mental illness among varying social classes. Each also 
documented that with decreasing social class there is 
"increasingly acute psychopathology". The results of the 
present study neither support nor refute this claim. 
Although class was not found to be a significant factor 
in distinguishing between evaluated groups, all 
individuals in this study were at a point of "acute" 
psychiatric crisis. This suggests that lower SES 
individuals do indeed experience overrepresentation among 
the acutely mentally ill. 
Holmes and Solomon (1980) posed a research question 
similar to that of the present investigation: what 
clinical and demographic factors seem to influence 
psychiatric intake decisions. Their results suggested 
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that attitude of accompanying person and referral source 
(especially police, court, or mental health affiliate), 
likelihood or threat of harm to self or others, (i.e. 
presenting problem) history of prior hospitalization and 
a patient's ability to fulfill social responsibilities 
(i.e., premorbid function) weigh heavily on treatment 
disposition in adults. This study found a somewhat 
similar trend for adolescents. Referral source was not 
herein found to be a factor distinguishing between 
hospitalized and non-hospitalized youth but presenting 
problem, prior hospitalization and pre-morbid function 
were all statistically significant variables. 
Westendorp and Brink (1982) studied characteristics 
of adolescents treated at six different facilities, (3 
inpatient, 3 outpatient). In keeping with the earlier work 
of these two researchers the present study found that 
sex, age and race did not discriminate between groups and 
that prior hospitalization did. However,the current 
investigation found no evidence to support Westendorp and 
Brink’s claims that referral source distinguished between 
groups or that the adolescent groups were more similar than 
different. The latter claim is a particularly difficult 
one to refute since Westendorp and Brink's data was not 
divided into the categories of hospitalized and non- 
hospitalized as was the data from this study. 
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Meaningful comparison with the work of Garralda (1983) 
is likewise difficult. Garralda compared emergency child 
and adolescent psychiatric referrals with those of a non¬ 
emergency nature. Case disposition (i.e. whether or not 
the child was hospitalized) and age were not documented. 
Garralda's findings suggest, however, that several factors 
were significantly correlated with the more acute forms of 
psychiatric need: diagnosis of depression or psychosis 
and social service agency involvement. The present 
research lends support to Garralda's findings. Close to 
70 percent of the hospitalized adolescents (the "most 
acute need" group) carried a diagnosis of depression and/or 
schizophrenia as opposed to approximately 38 percent from 
the non-hospitalized group. Likewise, social service 
agency involvement was found to be a factor distinguishing 
the two adolescent groups. 
Lerman (1980) contended that due to transinstitutional¬ 
ization of youths in trouble with the law, the majority of 
adolescents entering hospitals have been admitted because 
of "general or behavioral" disorders, (i.e. transient, 
situational, substance, personality). The present study 
largely disputes Lerman's claim. Males and females were 
found to be evenly distributed between groups whereas 
males are disporportionally represented in adjudicated 
populations. Hospitalized adolescents were at least 
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twice as likely to carry diagnoses of organic, schizo¬ 
phrenic and bipolar. The non-hospitalized group was more 
likely to have been classified as having substance abuse, 
adjustment or "other" disorders, similar to those cited 
by Lerman. 
Lending some support to Lerman's hypothesis was data 
regarding social service agency involvement. This factor 
did discriminate between adolescent groups with 
hospitalized adolescents more likely to be known to DYS 
and the legal system. Additionally, hospitalized 
adolescents more frequently reported substance involvement 
than did their non-hospitalized peers, even though a 
diagnosis of substance involvement was more likely among 
the non-hospitalized. The present study suggests that 
Lerman's concern that behaviorally disordered youth are 
being transferred from the juvenile justice to the mental 
health system may not be completely accurate although 
not totally unfounded. 
The strongest predictor of adolescent hospitalization 
was prior hospitalization. Those individuals hospitalized 
were more likely to have a diagnosis of organic, 
schizophrenic, bipolar or depression than were the non- 
hospitalized adolescents. Presenting problem also 
distinguished between groups with the hospitalized group 
more likely to be bizarre, assaultive or threatening. 
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Premorbid function also pointed to poor adaptive patterns 
among hospitalized individuals. These results support the 
work of Blotcky, Dimperio and Gossett (1984) who contended 
that poor long-term prognosis among young inpatients was 
correlated with psychotic/organic diagnoses, antisocial 
features and bizarre symptoms. 
In summary, the results of this study have largely 
supported and added to research previously conducted. The 
one exception is Lerman's analysis of transinstitutionali¬ 
zation. In considering this discrepancy one must note the 
temporal status of both studies. Perhaps the concerns 
voiced by Lerman and others in 1980 had, 5 years later, 
impacted upon the clinical community sufficiently to 
influence the clinical dispositions measured by this 
investigator. 
Implications 
This study sought to advance the body of knowledge 
concerned with the question: Why are so many adolescents 
being hospitalized? Evidence from this study points to 
several factors associated with teenage psychiatric 
hospitalization. Identification of factors with pre¬ 
dictive value should assist mental health planners in 
developing early intervention programs aimed at serving a 
target population of adolescents "at risk." Currently, 
many planning decisions are based on demographic factors 
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and intake data obtained from adult psychiatric admissions. 
While these two hospitalized populations have been shown, 
by this study, to be quite similar, some noteworthy 
differences do exist. Research results generated by 
Hypothesis I suggest ways to identify the "adolescent at 
risk." Hypothesis II results can be utilized to tailor 
the current adult intervention programs to match the needs 
of the adolescent consumer. 
The youngster "at risk" has typically been hospitalized 
before. He or she has been functioning poorly at home, 
school and/or job for some time. It is likely that this 
adolescent is connected with DSS and/or DYS and that he/ 
she has been in some sort of outpatient counseling. Upon 
evaluation, these adolescents present as suicidal, bizarre, 
assaultive or threatening and they are more likely than 
non-hospitalized peers to be diagnosed as depressed, 
schizophrenic, bipolar or organic. Finally, this 
adolescent will likely be substance involved and will 
come from a low socio-economic status family. 
This composite of the "at-risk" adolescent suggests 
that: 
1. In order to reduce the trend toward rising 
adolescent hospitalization rates, the issue of 
recidivism must be addressed. Perhaps upon 
release from inpatient treatment, adolescents 
(especially those with other high risk 
characteristics) need to be provided with more 
comprehensive service coordination and family 
outreach. 
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2. Most hospitalized adolescents were found to be 
service-agency connected. Many have affiliations 
with 2 or more agencies. Ways in which these 
agencies can better serve the high-risk youth 
(by casefinding, inter-agency communication and 
planning, coordination of services etcetera) in 
a productive yet cost effective fashion should 
be investigated. 
3. Schools and courts have a potential role in 
alerting mental health providers about adolescents 
who experience major long-term difficulty in 
managing several aspects of their lives. 
4. Most hospitalized adolescents were found to be 
involved with drugs and alcohol. Therefore, 
access to coordinated outpatient mental health 
and substance abuse treatment programs should 
be made readily available to adolescents, 
particularly those with other high risk circum¬ 
stances . 
5. Current intervention programs, designed to address 
the general treatment needs of the adult seem 
appropriate for the adolescent consumer as well. 
Adolescents may, however, need additional alcohol 
and drug counseling as well as coordination of 
services with DYS and DSS. 
Future Research 
The present study is the first of its kind to 
investigate predictors of adolescent psychiatric hospitali¬ 
zation. In this respect, it has furnished some preliminary 
data and has raised several questions requiring future 
research. Sample size was relatively small and future 
studies, based on a nationwide sample, would be more 
representative. Measurement of two variables (substance 
involvement and prior therapy) was based on self-report 
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and usually unverified. Prior hospitalization should 
have been temporally delimited in the adult comparison 
group. 
In addition to addressing the methodological 
weakness of this study, future studies may build upon its 
results. Three areas for further investigation strike 
this author as particularly appealing although many other 
possibilities exist. First, research into factors 
associated with hospital recidivism among adolescents would 
advance knowledge needed for intervention planning, since 
most hospitalized adolescents have been inpatients before. 
Second, the insurance availability factor warrants further 
research. Are adolescents with insurance being hospital¬ 
ized more liberally, or perhaps too liberally, or are 
severely impaired individuals who lack insurance being 
denied equal access to needed services? Finally, the 
manner in which prior therapy involvement influences the 
decision to admit as well as the nature of the therapy 
itself raises several research questions. This study did 
not attempt to examine the quality, duration or subject's 
emotional investment in the therapeutic experience. 
The task of investigating adolescent psychiatric 
hospitalization has just begun. Its course will be a 
challenging one. 
APPENDIX A 
RESEARCH INSTRUMENTS 
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TALLY SHEET 
Presenting Data 
Name: 
Date of Assessment: 
Sex: _M _F 
Age : _years 
Referral Source:_ 
Presenting Problem: 
Diagnosis :_ 
Background Data 
Social class: 
Ethnic group: 
Insurance coverage 
Drug involvement: 
(If yes explain) 
Yes 
Yes 
No 
No 
What type? 
Prior therapv: Yes No 
Social Service Agency Involvement: 
Which? _ 
Where if so?_ 
Yes No 
Prior hosuitalization: 
Where: 
Yes No 
When : 
Premorbid function: % 
pts. 
Disposition: 
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MOUNT TOM INSTITUTE FOR HUMAN SERVICES, INC. 
TIMELY RESPONSE CRISIS 
INTAKE SHEET 
DATE:_ SERVICE COORDINATOR:_ 
TIME:_ REFERRED BY:_ 
STAFF:_ INFORMANT:_ 
DATE /LAST CONTACT:_ VISIT MADE TO:_ 
CLIENT NAME:___ 
CLIENT ADDRESS:_ 
PRESENTING PROBLEM: 
PSYCHIATRIC HISTORY: 
MENTAL STATUS EXAMINATION: SEE PROGRESS NOTE: YES NO 
Appearance_ 
Eye Contact_ 
Orientat ion_ 
Memory_ 
Judgement_ 
Intellect_ 
Affect_ 
Speech_ 
Mood_ 
Sleep_ 
Appetite_ 
Caffeine/Sugar 
Alcohol/Drugs_ 
Suicidal_ 
(History)_ 
Homicidal__ 
Assaultiveness_Hx 
Agitated__ 
Hallucinations_. 
Delusions_ 
Depressed_ 
Phobias_ 
Anxiety Attacks__ 
Paranoid______ 
Euphoric___ 
Mood changes__ 
IMPRESSION: 
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MEDICAL HISTORY: TEMP:___PULSE:__RESPIRATIONS 
Allergies:_ 
System Review: (medical history and current medications) 
ACTION: 
_HOSPITAL_ 
_HOME_ 
_RESPITE_ 
TENTATIVE PLAN/RECOMMENDATIONS: 
WHERE: __ 
WITH WHOM:_ 
DATE DISCHARGED:_OFFERED/REFUSED: 
WHERE:_ 
DATES: 
FORMAL PLAN: 
_INTAKE WORKER:_ 
DATE: NOT APPLICABLE 
REQUEST FOR FOLLOW-UP:_YES_NO_CLIENT WILL CALL P.R.N. 
SUGGESTIONS/ACT I :__ 
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MOUNT TOM INSTITUTE FOR HUMAN SERVICES, INC. 
FACE SHEET 
DATE:__ 
STA^F:_SERVICE COORDINATOR:_ 
NAME:_ AGE:_D.O.B.: 
Last First Middle 
ADDRESS:_MARITAL STATUS:_ 
_PHONE NUMBER:_ 
CURRENT LIVING ARRANGEMENT:_VETERAN: YES_NO_ 
EMPLOYED: YES_NO_ WHERE_HOW LONG:_ 
SOC. SEC. #:  EDUCATION:_RACE:_ 
SOURCE O^ INCOME: JOB_ SSI_ SOC. SEC. DIS._ V.A._ AFDC_ 
WELFARE _ OTHER_ AMOUNT_ 
HEALTH INSURANCE: YES _ NO_ #_ MEDICAID/MEDICARE: YES_ NO 
IN CASE OF EMERGENCY CONTACT:_ 
Name Address Phone 7* 
SIGNIFICANT OTHERS :___ 
Name Address Phone # Relationship 
Name Address Phone # Relationship 
Name Address Phone p Relationship 
Name Address Phone a Relationship 
MENTAL HEALTH HISTORY 
PREVIOUS PSYCHIATRIC 
WHERE 
HOSPITALIZATION: YES_ 
DATES WHERE 
NO_ 
DATES 
WHERE DATES WHERE DATES 
PREVIOUS INVOLVEMENT MENTAL HEALTH SERVICES: YES NO EXPLAIN: 
PRVrHTATRTST: _____ 
Name 
FAMILY DOCTOR: 
Address Phone f 
Name Address ™one n 
KNOWN PHYSICAL (HEALTH) PROBLEMS:___—- 
PREVIOUS DETOX: YES _ NO_ ALCOHOL TREATMENT: YES_NO_D.W.I. YES 
REFERRED BY:---- 
NO 
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Mercer and Lewis' 
Sociocultural Scales 
Occupational Classifications^ 
(For scoring occupation of head of household) 
Occupation Score 
Unemployed-, on welfare, public disability, pension, 0 
social security 
Laborers in heavy manufacturing and on farms 1 
laborers in textile mills, steel mills, 
shipyards, metal industries, saw mills, 
railroad and transportation yards; farm 
laborers; household workers; living-out 
janitors; porters, bootblacks; share-croppers 
Laborers in mining and light manufacturing, £ 
personal service workers, equipment operators 
laborers in mines, quarries, and light 
manufacturing; workers in food industry; 
laborers in wholesale and retail trade; 
service persons such as cooks, guards and 
barbers; recreational and hospital attendants; 
housekeepers (living in); laundresses; truck, 
taxi, and tractor drivers; elevator operators; 
small farmers; blacksmiths; carpenters 
^Derived from the Duncan Socioeconomic Index (Reiss, 
1961). Although many of the occupational tities refer to 
the male sex, this is not meant to imply that the jobs 
limited to males. The rephrasing of terms to eliminate 
"sexism" would have resulted in awkward and artificial 
terminology, and therefore was not attempted. 
138 
Occupation Score 
Operatives of heavy machinery and tools, 3 
semiskilled service workers 
operatives of heavy road machinery; bus drivers; 
operators of plant, factory, and mill machinery; 
brick and tile masons; mechanics; welders and 
flame cutters; meat cutters; dressmakers; 
seamstresses, and tailors; service persons such 
as constables, marshals, ushers, bakers, gas 
station attendants, office boys, and messengers; 
shipping and receiving clerks; job setters 
Skilled operatives, craftsmen, salaried business 
managers 
bus and railroad conductors and motormen; long 
distance truckers; deliverymen and routemen; 
craftsmen such as plumbers, pipe fitters, 
machinists, apprentices, office machine 
repairmen, opticians, piano tuners, and book¬ 
binders; farm managers; boarding and lodging 
operators and managers, building managers; 
managers of garages and gas stations, buyers 
and shippers of farm products; managers of 
eating places; entertainers 
Highly skilled operatives, skilled craftsmen, 
sales and clerical workers, self-employed 
proprietors 
railroad switchmen and brakemen; transporta¬ 
tion and construction foremen; graphic 
processors; printers; pattern makers, 
projectionists; telephone and power linemen 
and servicemen; building inspectors; 
engravers; electricians; salesmen and sales 
clerks; telephone and telegraph operators, 
office machine operators; library attendans 
and assistants; cashiers; dispatchers, self- 
employed proprietors in transportation, 
communications, general merchandise *n h 
personal services; dancers and dancing teachers, 
professional nurses; medical and dental 
technicians; foresters 
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Occupation Score 
Highly skilled craftsmen, skilled clerical 6 
workers, self employed proprietors in wholesale 
trade or furnishings, salaried managers in retail 
trade or administration, certain semiprofessionals 
foremen in metal industries, telecommunication, 
and utilities, electrotypers, stereotypers, 
compositors, and typesetters; mail carriers; 
bookkeepers; bank tellers; proprietors in 
wholesale trade and home furnishings; salaried 
managers and officials in personal and repair 
services, food and dairy stores, and other 
similar retail trade; managers in local public 
administration; union and lodge officials; 
store floormen and floor managers; professional 
embalmers and funeral directors; semi- 
professionals such as musicians, photographers, 
religious workers, testing technicians, 
therapists, and healers; clergymen; athletes 
Highly skilled sales and clerical persons, self- 7 
employed proprietors in business services, 
salaried managers in general establishments, 
lower-level professionals 
agents of all kinds; express and railroad mail 
clerks; stenographers, typists, and secretaries; 
skilled salesmen such as insurance agents and 
brokers, and real estate brokers; proprietors 
of business services, hardware, building 
material, and apparel establishments; salaried 
managers in retailing motor vehicles, and in 
furniture, apparel, and general merchandise 
stores; managers and officials in construction; 
managers in state and public administration, 
postmasters; inspectors in public administration; 
professionals such as technicians, sports 
instructors and officials, radio operators, 
librarians, actors and actresses, artists and 
art teachers, draftsmen, social workers, and 
welfare workers 
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Occupation Score 
Managers in manufacturing and transport, 8 
officials in federal administration, middle- 
level professionals 
salaried managers and officials in 
manufacturing, transportation, radio, TV, 
utilities, and wholesale trade; purchasing 
agents and buyers; stock and bond salesmen; 
self-employed proprietors in businesses such 
as insurance, real estate, and motor vehicles; 
officials in federal public administration; 
creditmen; professionals such as veterinarians, 
teachers, optometrists, designers, interior 
decorators, chiropractors, chemists, authors, 
airplane pilots and navigators, accountants 
and auditors 
Skilled managers, federal government officials, 
directors, higher-level professionals 
skilled managers in banking and finance; 
business consultants; consultants in insurance 
and real estate; federal government officials 
and administrators; professionals such as 
social scientists, natural scientists, 
physicians, surgeons, ostepaths, dentists, 
pharmacists, personnel and labor relations 
workers, psychologists, lawyers, judges, 
architects, and farm and home management 
consultants; all types of engineers; editors, 
reporters, and technical writers; college 
presidents; college instructors and professors 
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Axis V 
Highest Level of Adaptive Functioning 
in Past Year 
(From p. 29-30 DSM III, 1980) 
LEVELS 
1. SUPERIOR—Unusually 
effective functioning in 
social relations, 
occupational functioning, 
and use of leisure time. 
ADULT EXAMPLES 
Single parent living in 
deteriorating neighorhood 
takes excellent care of 
children and home, has 
warm relations with 
friends, and finds time 
for pursuit of hobby. 
2. VERY GOOD--Better 
than average functioning 
in social relations, 
occupational functionig, 
and use of leisure time. 
A 65-year-old retired 
widower does some 
volunteer work, often 
sees old friends, and 
pursues hobbies. 
3. GOOD—No more than 
slight impairment in 
either social or 
occupational 
functioning. 
4. FAIR—Moderate 
impairment in either 
social relations or 
occupational 
functioning, or some 
impairment in both. 
5. POOR—Marked 
impairment in either 
social relations or 
occupational 
functioning, or 
moderate impairment 
in both. 
A woman with many 
friends functions 
extremely well at a 
difficult job, but says 
"the strain is too 
much." 
A lawyer has trouble 
carrying through 
assignments; has 
several acquaintances, 
but hardly any close 
friends. 
A man with one or two 
friends has trouble 
keeping a job for more 
than a few weeks. 
CHILD OR ADOLESCENT 
EXAMPLES 
A 12-year old girl 
gets superior grades 
in school, is 
extremely popular 
among her peers and 
excels in many 
sports. She does all 
of this with apparent 
ease and comfort. 
An adolescent boy 
gets excellent grades, 
works part-time, has 
several close 
friends, and plays 
banjo in a jazz band. 
He admits to some 
distress in "keeping 
up with everything." 
An 8-year-old boy 
does well in school, 
has several friends, 
but bullies 
youngers children. 
A 10-year-old girl 
does poorly in school, 
but has adequate 
peer and family 
relations. 
A 14-year-old boy 
almost fails in 
school and has 
trouble getting 
along with his 
peers. 
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Axis V (continued) 
LEVELS 
6. VERY POOR—Marked 
impairment in both 
social relations and 
occupational 
functioning. 
7. GROSSLY IMPAIRED— 
Gross impairment in 
virtually all areas of 
functioning. 
8. UNSPECIFIED 
ADULT EXAMPLES 
A woman is unable to do 
any of her housework and 
has violent outbursts 
toward family and 
neighbors. 
An elderly man needs 
supervision to 
maintain minimal personal 
hygiene and is usually 
incoherent. 
No information. 
CHILD OR ADOLESCENT 
EXAMPLES 
A 6-year-old girl 
needs special help 
in all subjects 
and has virtually 
no peer 
relationships. 
A 4-year-old boy 
needs constant 
restraint to avoid 
hurting himself 
and is almost 
totally lacking in 
skills. 
No information. 
APPENDIX B 
STATISTICAL TABLES 
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Order of Variables in Regression Equation 
Hospitalized vs. Non—Hospitalized Adolescents 
Variables entered on step number: 
1. Premorbid function 
2. Diagnosis: affective, bipolar 
3. Diagnosis: personality disorder 
4. Diagnosis: substance abuse 
5. Referral source: police/courts 
6. Diagnosis: anxiety disorder 
7. Diagnosis: organic 
8. Referral source: self 
9. Referral source: family/friend 
10. Diagnosis: adjustment disorder 
11. Insurance availability 
12. Presenting problem: assaultive, threatening 
13. Social service agency: alcobol/drug services 
14. Social service agency: DSS 
15. Diagnosis: other 
16. Social service agency: DMH 
17. Social service agency: DYS/courts 
18. Prior therapy 
19. Referral source: other 
20. Presenting problem, suicidal threat/attempt 
21. Substance involvement 
22. Diagnosis, affective, depression 
23. Prior hospitalization 
24. Presenting problem, bizarre behavior 
25. Diagnosis, schizophrenic 
26. Referral source, hospital/doctor 
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Order of Variables in Regression Equation 
Hospitalized Adolescents vs. Hospitalized Adult 
Variables entered on step number: 
1. Premorbid function 
2. Social service agency 
3. Diagnosis: anxiety disorder 
4. Social service agency: alcohol/drug services 
5. Referral source: self 
6. Diagnosis: personality disorder 
7. Referral source: family/friend 
8. Diagnosis: other 
9. Diagnosis: organic 
10. Diagnosis: adjustment disorder 
11. Insurance availability 
12. Diagnosis: bipolar 
13. Drug/alcohol involvement 
14. Referral source: hospital/doctor 
15. Social agency involvement: DSS 
16. Presenting problem: assaultive/threateni ng 
17. Referral source: police/court 
18. Social agency involvement: DMH 
19. Prior therapy 
20. Diagnosis: substance abuse 
21. Presenting problem: suicidal 
22. Prior hospitalization 
23. Diagnosis: schizophrenic 
24. Diagnosis: depression 
25. Presenting problem: bizarre behavior 
26. Referral source: SSA 
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